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ABSTRACT 
Introduction: Suicide is a leading cause of death among the university-aged 
population. Alarmingly, a large proportion of students with suicidal ideation or 
behaviour do not seek help from health services. This thesis aims to identify the factors 
associated with professional help seeking for suicidal ideation among Chinese and 
Australian university students and to develop a trial online program to facilitate help 
seeking.  
Methods: A systematic review was conducted to identify factors that may 
influence professional help seeking for suicidal ideation and behaviour. Two hundred 
and eight Chinese university students and 128 Australian university students were 
subsequently recruited to complete an online cross-sectional survey to further test the 
influence of the identified factors on professional help seeking for suicidal ideation. The 
results of this survey were then used to guide the development of a two-module online 
psychoeducational program (ProHelp). The effectiveness of this program was evaluated 
through a pilot randomised controlled study of 156 Chinese university students and 101 
Australian university students.  
Results: Low perceived need for treatment, great self-reliance, low suicide 
literacy, and stigmatising attitudes were identified as important barriers to professional 
help seeking in both the systematic review and the cross-sectional surveys. In particular, 
greater self-reliance was significantly associated with negative help-seeking attitudes 
for suicidal ideation in both China and Australia. Attribution of suicidal individuals to 
isolation (p = .035) was negatively associated with help-seeking attitudes in China, 
while glorification (p = .008) and stigmatising attitudes (p = .025) of suicidal 
individuals were negatively associated with help-seeking beliefs and attitudes 
respectively in Australia. Limited suicide prevention knowledge (p = .042) in China and 
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less supportive family relationship (p = .006) in Australia were associated with lower 
help-seeking beliefs. Two self-recognised barriers, “I prefer to deal with issues on my 
own” and “I question how serious my needs are” were identified in both China and 
Australia. Self-reliance, suicide literacy, suicide attitudes and social support were found 
to influence help-seeking and thus formed the basis of the ProHelp intervention. 
Although no significant effect of the intervention on professional help-seeking beliefs or 
intentions was found, both groups’ help-seeking attitudes increased during the study (p 
= .003 for the post-test survey, and p = .008 for the follow-up survey). The experimental 
group in both countries demonstrated a significant improvement in suicide literacy at 
the post-test survey (p = .015). Qualitative feedback indicated that the ProHelp program 
was generally user-friendly, clear, and helpful.  
Conclusion: The current thesis identified and tested the impact of self-reliance, 
suicide literacy, suicide attitudes, and social support on professional help-seeking for 
suicidal ideation among university students. It also provided initial evidence that a brief 
online psychoeducational program could enhance university students’ suicide literacy in 
both China and Australia. Although increasing suicide literacy was not sufficient to 
improve students’ help seeking, effect sizes indicated that this low-intensity online 
approach showed promise in encouraging more positive beliefs towards help seeking 
among young people. 
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CHAPTER 1 
Suicide and help seeking: from global and local perspectives 
1.1 Suicide: a global health issue with insufficient treatment 
Suicide is an important global public health issue. It is estimated that at least 
800,000 suicide deaths occur worldwide every year (World Health Organization, 2014), 
and this number is likely to be under-reported because of sensitivity and relevant 
cultural taboos surrounding suicide (Varnik, 2012), misclassification of incidents as 
accidents, or simply lack of reliable registration systems (Mikkelsen et al., 2015).  
The World Health Organisation has set a global target to reduce suicide rates by 
10% from 2013 levels by 2020 (World Health Organization, 2013). Achieving this 
target requires a series of joint actions. One important objective is to facilitate increased 
rates of professional help seeking among people who are suicidal. Professional help 
refers to the supports offered by health services, formal social institutions or 
professional care providers, either in the public or private sector (Gary, 2007). 
Suicidality used throughout this thesis as a term encompassing suicidal ideation, and 
suicide-related behaviour. Definitions of suicide, suicidal ideation, and suicidal 
behaviour vary among researchers and clinicians. This thesis will use the definitions 
developed by O'Carroll et al. (1996) and revised by Silverman, Berman, Sanddal, 
O'Carroll, and Joiner (2007) as follows: Suicide is a fatal self-inflicted destructive act. 
Suicide behaviour refers to self-injurious behaviour with an intention to kill 
himself/herself. Suicidal ideation is thoughts of conducting suicide-related behaviour. 
Suicidal attempts denote self-injurious behaviour without a fatal outcome but with 
intention of death.  
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Professional help plays an important role in suicide prevention, as receiving 
appropriate and timely professional help has been found to be able to reduce the 
likelihood of future suicidal behaviour (Drum, Brownson, Denmark, & Smith, 2009; 
Hawton et al., 2016; Wilson, Bushnell, & Caputi, 2011). In addition, professionally-
trained health workers are also more likely to provide evidence-based treatments than 
other informal sources such as family or friends, who may find it difficult to recognise 
potentially unhealthy thinking states that could lead to suicide (Owens, Lambert, 
Donovan, & Lloyd, 2005). 
However, an alarming finding is that a significant proportion of people with 
suicidal ideation or behaviour do not seek professional help. On average, only 45% 
(range = 20% - 76%) of individuals who died by suicide had sought help from primary 
care providers one month prior to their death for suicidality or other health conditions. 
Approximately 19% (range = 7% - 28%) had contact with mental health services 
(Luoma, Martin, & Pearson, 2002). Further to this, only 39% of individuals with 
suicidal behaviour received treatment of any kind in the previous twelve months. This 
low rate of help-seeking has been reported to vary among countries, ranging from 17% 
in low-income countries to 56% in high-income countries (Bruffaerts et al., 2011; 
Pitman & Osborn, 2011).  
Adolescents and young adults have been reported to have the lowest mental health 
service access rate when experiencing suicidality. Only 28% of adolescents and young 
adults with current, past year, or lifetime suicidal thoughts, plans, and/or attempts 
sought help from mental health services, compared to 30% of adults, and 40% of older 
adults (Hom, Stanley, & Joiner, 2015). In addition, younger people are also found to 
have lower help-seeking intentions (Calear, Batterham, & Christensen, 2014) than other 
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age groups. As a result, reluctance to seek professional help has been recognised as an 
ongoing challenge of suicide prevention especially among the younger population 
(Rickwood & Thomas, 2012).  
1.2 Suicide and suicide prevention among university students 
Globally, suicide is the second leading cause of death among university-aged 
people (Turecki & Brent, 2016). It is estimated that nearly 7.5 per 100,000 university 
students die by suicide each year (Silverman, Meyer, Sloane, Raffel, & Pratt, 1997), and 
this number is likely to be an underestimate, as outside-campus suicides are not counted. 
It is  reported that around 32% of university students have lifetime suicidal ideation 
(Chan, Straus, Brownridge, Tiwari, & Leung, 2008), and nearly 8% of undergraduates 
and 5% of graduate students have lifetime suicidal attempts (Drum et al., 2009). In 
addition, university students have been also found to have substantially higher levels of 
psychological distress than the general population (Larcombe et al., 2016). Mental 
health issues including suicide are common among university students (Storrie, Ahern, 
& Tuckett, 2010). This is probably due to many university students taking on adult-like 
responsibilities such as developing serious relationships, dealing with heavy study 
loads, and finding future career paths without sufficient prior relevant skills, or mental 
preparation (Pedrelli, Nyer, Yeung, Zulauf, & Wilens, 2015).  
To lower the risk of suicide, different types of suicide prevention programs have 
been implemented among university students during the past decades, including 
psychoeducational programs (Abbey, Madsen, & Polland, 1989; Holdwick, 1999), 
gatekeeper training programs (Hashimoto et al., 2016; Pasco, Wallack, Sartin, & Dayton, 
2012; Tompkins & Witt, 2009), and policy-based intervention programs (Joffe, 2008). 
Some of these programs have been found to have positive influence on students’ 
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attitudes and knowledge of suicide prevention; however, few of them have specifically 
targeted professional help seeking or included it as an outcome measure (Harrod, Goss, 
Stallones, & DiGuiseppi, 2014). Actively seeking professional help is crucial as a 
previous study of students suggests that those who sought help from mental health 
services were half as likely to attempt suicide as those who did not seek help (Drum et 
al., 2009). 
Considering the potential benefits of seeking professional help and the large gap 
between the prevalence of suicidality and the actual service use among university 
students, it is important to improve university students’ professional help seeking for 
suicidality. 
1.3 Theoretical frameworks of professional help seeking 
In order to effectively promote professional help seeking among university 
students with suicidality, there is a need to understand the process of professional help 
seeking, which is a dynamic process susceptible to changes over time and across 
situations. Professional help seeking or healthcare utilisation can be influenced by 
predisposing factors such as age, sex, race and health beliefs, and enabling factors such 
as access to services, financial status, and individual needs (Andersen, 1995). As the 
overarching aim of this thesis is to facilitate potential professional help seeking for 
suicidality among university students, this thesis will mainly focus on the individual-
level psychosocial factors, which are amenable to change in suicide prevention 
interventions. Detailed below is a brief overview of the three social cognitive theoretical 
frameworks that have been used in helping systematically understand the process of 
professional help seeking.  
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1.3.1 Theory of Planned Behaviour 
One of the most commonly used social cognitive theoretical frameworks is the 
Theory of Planned Behaviour proposed by Ajzen (1991). This theory is derived from 
the Theory of Reasoned Action (Ajzen & Fishbein, 1975). In this framework, an 
individual’s intention, referring to one’s willingness to perform the target behaviour, is 
asserted as the most important determinant of their behaviour. An individual’s intention 
is further influenced by the person’s attitude toward the behaviour, subjective norms, 
and perceived behavioural control, all of which in turn are predicted by an individual’s 
beliefs. Subjective norms here refer to the perceived social pressure to perform a 
behaviour, while perceived behavioural control represents the perceived level of 
difficulty in performing the desired behaviour. The impact of perceived behavioural 
control on behaviour is further influenced by one’s actual behavioural control (Figure 1-
1).  
 
Figure 1-1 Diagram of the Theory of Planned Behaviour 
This theoretical framework has been suggested as being an effective model for 
predicting different health related behaviours such as smoking cessation (Bledsoe, 2006; 
Norman, Conner, & Bell, 1999), exercising (Hausenblas, Carron, & Mack, 1997), and 
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self-harm (O’Connor & Armitage, 2003). It has also been used to understand 
individual’s help-seeking intentions for health issues, including cancer (Hunter, 
Grunfeld, & Ramirez, 2003), and mental disorders (Mak & Davis, 2014; Schomerus, 
Matschinger, & Angermeyer, 2009; Smith, Tran, & Thompson, 2008).   
1.3.2 Health Belief Model 
The health belief model is perhaps the oldest theoretical framework utilised to 
understand health behaviours (Rosenstock, 1966; Rosenstock, 1974). This model posits 
that an individual’s health behaviour is dependent on the level of threat they perceive to 
be with the illness and the evaluation of the desired behaviour’s likelihood of 
counteracting this threat. The perceived threat of illness is composed of two perceptions, 
including perceived susceptibility to the illness and perceived severity of the 
consequences of the illness. Evaluation of the behaviour contains two components, 
including perceived benefits and barriers to perform the behaviour. An individual’s 
general health motivation is also included in this model, suggesting that an individual 
needs to believe in his or her ability to influence the health outcome. In addition, cues to 
action, referring to a diverse range of triggers, also influence the target behaviour 
(Figure 1-2). 
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Figure 1-2 Diagram of the Health Belief Model 
This model has been frequently applied to predict the adoption and adherence to 
treatments (Carpenter, 2010), and guide the development of intervention programs 
(Jones, Smith, & Llewellyn, 2014). It has also been used as a framework to explain 
help-seeking behaviour for mental health issues across various populations 
(Castonguay, Filer, & Pitts, 2016; Henshaw & Freedman-Doan, 2009; O'Connor, 
Martin, Weeks, & Ong, 2014).  
1.3.3 Transtheoretical Model of Change 
Another widely applied theoretical framework in analysing the process of 
behaviour change is the Transtheoretical Model of Change proposed by Prochaska and 
Diclemente (Prochaska & DiClemente, 1994) (Figure 1-3). This model has been used to 
predict health behaviours such as smoking cessation (DiClemente et al., 1991; Velicer, 
Prochaska, Fava, Norman, & Redding, 1998), and exercise (Marshall & Biddle, 2001). 
Although this model has not been explicitly used in the study of help-seeking 
behaviour, much of the help-seeking literature can be conceptualised using the main 
components of this model, in which behaviour change is composed of five stages: pre-
comtemplation, comtemplation, preparation, action, and maintenance. Pre-
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comtemplation refers to the stage when an individual is not aware of the problem and 
hence has no intention to change it.  In the comtemplation stage, an individual starts to 
consider changing the behaviour, but is not committed to doing so. This stage is 
followed by the preparation stage in which the individual has the intention to make a 
change, and then active attempts to change the behaviour encapsulates the action stage, 
and followed lastly by successful maintenance of the behaviour in the maintenance 
stage.  
 
Figure 1-3 Diagram of the Transtheoretical Model of Change 
1.3.4 Summary and implementation of the frameworks  
Although these frameworks differ in their presentation, they have considerable 
overlap in their constructs. For example, an individual’s attitudes and perceptions of 
behavioural changes have been incorporated in a number of social cognitive theoretical 
frameworks (Armitage & Conner, 2000; Cummings, Becker, & Maile, 1980). Most of 
the interventions based on the aforementioned theoretical frameworks showed a small to 
medium effect on the target behaviours (Baban & Craciun, 2007; Hardeman et al., 2002; 
Sheeran et al., 2016), although no evidence suggests use of these theories increased the 
effectiveness of interventions (Prestwich et al., 2014). 
Figure 1-4 presents a conceptual map based on the above theoretical frameworks. 
It was formed to provide a visual presentation of the thesis structure. Professional help-
seeking beliefs, attitudes, and intentions are hypothesized to be related, while also being 
influenced by demographic, psychological, and other modifiable factors. Demographic 
and mental health status can help to inform the identity of potentially vulnerable 
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individuals who are reluctant to seek professional help for suicidality, while modifiable 
factors can form the target of suicide prevention interventions aimed to promoting help 
seeking for suicidality. 
 
Figure 1-4 Visual presentation of the thesis structure 
1.4 Suicide and professional help seeking among Chinese and Australian 
university students 
In China, suicide is the second leading cause of death for university-aged people 
(Wang, Chan, & Yip, 2014), causing tremendous family and social loss. Recent 
systematic reviews have found that the overall prevalence of suicide ideation among 
Chinese university students is 10.7% (Li et al., 2014), and 2.7% for lifetime suicide 
attempts (Yang, Zhang, Sun, Sun, & Ye, 2015), indicating a strong need to promote 
suicide prevention in Chinese universities. However, no data is currently available on 
the rate of professional help seeking for suicidality among Chinese university students. 
Previous studies conducted among the Chinese general population suggest that 
professional help seeking for suicidality is low, with more than 70% of Chinese people 
with suicidal ideation or a previous suicide attempt not seeking help (Wen et al., 2013).  
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Suicide is also a prominent public health concern among Australian university 
students. It remains to be the leading cause of death among this population, and 
accounts for nearly one-third of the total deaths among both genders in this age group 
(Australian Bureau of Statistics, 2016). The 2007 Australian National Survey of Mental 
Health and Wellbeing suggested that 1.7% of young Australians aged from 16 to 24 
years had suicidal ideation in the past twelve months, and 0.5% reported one or more 
suicidal attempts over the past year (Johnston, Pirkis, & Burgess, 2009). Moreover, over 
half of the university students reporting previous suicidal ideation/attempt did not 
access a mental health service in the previous year (Schweitzer, Klayich, & Mclean, 
1995). Although much effort has been put into suicide prevention over the past decade, 
there is no evidence to suggest that the help-seeking rate has improved among the 
Australian population during this time period (Chamberlain, Goldney, Taylor, & Eckert, 
2012). Therefore, promoting professional help seeking for suicidality may be paramount 
among both Chinese and Australian university students.  
In order to engage more university students in early suicide prevention, there is a 
need to identify the barriers that impede them from seeking professional help. Previous 
studies among young people in Western countries indicate several potentially important 
barriers to help seeking (see Chapter 2 for details). In brief, female students are 
generally found to have greater professional help-seeking intentions (Ciarrochi & 
Deane, 2001) and behaviour (Wong, Brownson, Rutkowski, Nguyen, & Becker, 2014) 
than male students. The presence of severe suicidal ideation and mental health issues is 
negatively associated with professional help-seeking intentions (Carlton & Deane, 2000; 
Deane, Wilson, & Ciarrochi, 2001; Wilson, Deane, & Ciarrochi, 2005), while 
facilitating actual help-seeking behaviour (Husky et al., 2012; Wong et al., 2014).  
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In addition, the shame and discomfort associated with mental illness and relevant 
treatment is described as one of young people’s greatest concerns in seeking help 
(Curtis, 2010; Czyz, Horwitz, Eisenberg, Kramer, & King, 2013), which has been 
echoed by interviews with informants of young suicide decedents (Moskos, Olson, 
Halbern, & Gray, 2007; Tornblom, Werbart, & Rydelius, 2015). However, it is also 
notable that most of the evidence is deprived from qualitative studies. Suicide stigma, as 
measured by the Stigma of Suicide Scale  (SOSS, Batterham, Calear, & Christensen, 
2013b) or the Stigma of Suicide Scale (SSS, Yakunina, Rogers, Waehler, & Werth, 
2010), has been found to be insignificantly associated with professional help-seeking 
intentions among university students in Australia or the US (Chan, Batterham, 
Christensen, & Galletly, 2014; Yakunina et al., 2010). Self-reliance is another 
commonly self-identified help-seeking barrier among young people (Curtis, 2010; Czyz 
et al., 2013; Freedenthal & Stiffman, 2007), but again there is a lack of evidence of its 
association with help seeking from quantitative studies.  
Family and friends also play important roles in young peoples’ decision and 
action to seek professional help, although existing findings are inconsistent. Higher 
professional help-seeking intentions or likelihood of service use has been found to be 
associated with greater willingness or actual disclosure of suicidal ideation to family 
members or friends (Wilson, Rickwood, Bushnell, Caputi, & Thomas, 2011; Wong et 
al., 2014). However, studies also suggest that stronger social support only facilitate help 
seeking from non-professional sources, and not from professional sources (Yakunina et 
al., 2010). Warm and trusting relationships may also impede treatment by decreasing 
the subjective perception of distress (Downs & Eisenberg, 2012) and perceived need for 
professional help (Czyz et al., 2013). Mental health literacy level, including knowledge 
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of suicide prevention (Calear et al., 2014), and the ability to identify and describe 
emotions (Ciarrochi, Wilson, Deane, & Rickwood, 2003; Ciarrochi & Deane, 2001) 
have been found to positively influence young people’s professional help seeking.  
Much of the evidence to date in relation to help-seeking barriers and facilitators 
has been based on qualitative studies primarily from Western developed countries. It is, 
therefore, important to extend the current findings to young people from different 
cultural backgrounds, specifically to those who live in low- and middle- income 
countries using quantitative methods. Interventions that aim to improve students’ 
professional help seeking for suicidality can target at these identified factors amenable 
to change. 
1.5 The present study  
1.5.1 Research aims 
In summary, suicide is an important public health issue among both Chinese and 
Australian university students, with limited evidence as to how best to promote 
professional help seeking. To fill this knowledge gap, the current thesis aims to identify 
the factors influencing professional help seeking for suicidal ideation and to undertake a 
comparison of these factors between Chinese and Australian university students. This 
thesis also aims to extend the current knowledge of professional help seeking to an 
Asian cultural background, and help identify the reasons why a significant proportion of 
university students are reluctant to seek professional help for suicidal ideation. These 
findings were used to inform the development and evaluation of an online 
psychoeducational program that aimed to raise students’ awareness of suicide 
prevention and facilitate potential help seeking.  
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1.5.2 Outline and contributions of the thesis 
The current chapter provides a rationale for the current thesis, highlighting the 
importance of promoting suicide prevention globally and locally, and among Chinese 
and Australian university students. It has also provided an overview of the theoretical 
frameworks that have been applied to promoting professional help seeking for 
suicidality. 
Chapter 2 presents a comprehensive review of the current literature on the factors 
(barriers and facilitators) that influence professional help seeking for suicidality. The 
review presents the findings through three distinct research foci: (1) professional help-
seeking intentions in relation to suicidal ideation, among people with or without 
suicidality, (2) professional help-seeking behaviour among people with suicidality, and 
(3) suicidal decedents’ health services use. Separating the evidence into three stages of 
suicide progression enabled the comparison of each factor’s potentially differential 
influence along the progression. Findings from the review informed the design of the 
cross-sectional surveys to assess professional help seeking for suicidal ideation among 
Chinese and Australian university students reported in Chapter 4 and Chapter 5.  
Chapter 3 details the translation and validation process for three new Chinese 
suicide-related scales. Previously, few standardised and validated suicide measures were 
available in the Chinese language. The Suicidal Ideation Attributes Scale (SIDAS), 
Stigma of Suicide Scale (SOSS), and Literacy of Suicide Scale (LOSS) developed by 
the researchers at the Australian National University were translated into Chinese as 
part of this thesis. Fifty-seven Chinese-English bilingual individuals and 224 Chinese 
university students were recruited to validate the Chinese versions of the scales. The 
validated scales were then used in the cross-sectional studies (Chapter 4 and Chapter 5) 
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and the randomised controlled trial (Chapter 6) to enable the comparison of these 
features between Chinese and Australian university students. 
Chapter 4 presents the quantitative findings from the two cross-sectional self-
reported surveys conducted among 208 Chinese and 128 Australian university students 
to assess and compare their perceptions towards seeking professional help for suicidal 
ideation. Chapter 5 presents the self-identified barriers to professional help seeking 
among Chinese and Australian students. The identified factors and barriers were used to 
guide the development of the online program reported in Chapter 6.  
Chapter 6 opens with a brief review of the suicide prevention intervention 
literature for young people, and then introduces the development of an online 
psychoeducational program designed to promote professional help seeking among 
university students called “ProHelp”. The methods and results of a pilot randomised 
controlled study to test the effectiveness of this program among 156 Chinese university 
students and 101 Australian university students is also presented.  
Lastly, Chapter 7 presents an overview of the findings, interpretations, and 
conclusions of the thesis. The implications of the findings and future research directions 
are also explored.  
 
Figure 1-5 Phases of the project 
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CHAPTER 2 
Factors influencing professional help seeking for suicidality: a systematic review 
2.1 Introduction 
As highlighted in Chapter 1, suicide is an important global public health issue and 
a significant proportion of people with suicidality do not seek professional help 
(Bruffaerts et al., 2011; Luoma et al., 2002; Pitman & Osborn, 2011). Help seeking is a 
particular problem among university students, with insufficient and delayed treatment 
(Haas, Hendin, & Mann, 2003; Silverman et al., 1997). However, little has been done in 
term of promoting professional help seeking for suicidality among university students. 
This chapter aims to systematically review the literature to provide an overview of the 
factors that might influence professional help seeking for suicidality. The findings of 
this review will also help inform the design of cross-sectional surveys to assess factors 
associated with professional help seeking among Chinese and Australian university 
students (Chapter 4 and Chapter 5). 
Michelmore and Hindley (2012), and Rowe et al. (2014) have reviewed factors 
that influence help seeking for suicidal behavior and self-harm among young people. 
Factors including being male, being younger, ethnic minority, stigmatisation, fear of 
confidentiality being breached and high self-reliance have been highlighted as barriers 
to help seeking. However, these two reviews combined professional and non-
professional help-seeking sources when examining correlates of help seeking, and 
focused on young people. Exploring a wider age cohort is important as by examining 
factors across the adult lifespan, it may be possible to determine whether there are 
 16 
 
specific factors associated with help seeking among young people or whether factors are 
consistent across age groups.  
This Chapter will focus on professional help seeking among both people with and 
without suicidality to garner a comprehensive understanding of factors that influence 
professional help seeking for suicidality. In addition, findings will be further categorised 
as to whether the research focused on general population samples, samples with suicidal 
ideation or behaviours, or retrospective samples of people who died by suicide. This 
catergorisation may facilitate comparisons of the factors associated with help seeking 
across the spectrum of suicidality. Such information may help to better inform 
researchers and health professionals the key influential factors at each stage, and 
provide potential targets of future suicide prevention campaigns. Accordingly, this 
review presents three distinct research foci: (1) professional help-seeking intentions for 
perceived suicidal ideation, among people with or without suicidality, (2) professional 
help-seeking behaviours among people with suicidality, and (3) suicidal decedents’ 
health services use. 
2.2 Method 
2.2.1 Search strategy 
Relevant studies in English were identified using Medline (the same database as 
PubMed) and PsycInfo, accessed through the Ovid interface. The databases were 
searched between January 1, 1995 and December 31, 2015. The search terms: suicid* 
AND ('seek*' OR 'service use' OR 'service util*' OR 'getting' OR 'care util*') AND 
('help*' OR 'treat*' OR 'service*' OR 'care*') were searched within a paper’s abstract 
and title. References from identified studies were also reviewed for completeness.  
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2.2.2 Selection of studies 
A total of 3183 research papers were identified through the search strategy. Of 
these, 1912 abstracts were screened, after removing non-human studies, duplicate 
abstracts, and non-English articles. All the titles and abstracts were examined, and 109 
articles were retained based on the following inclusion criteria: (1) published in a peer-
reviewed journal; (2) not an editorial or a review; (3) examined the factors that 
influence professional help-seeking intentions for suicidality, or examined the factors 
that influence professional help-seeking behaviour among individuals with suicidality or 
among suicide decedents. Studies containing both professional and non-professional 
help-seeking sources such as family, friends, and intimate partners were included, but 
only the results from professional help-seeking sources were coded. The full text of the 
109 articles was obtained and double-coded. This process resulted in a further 54 
research papers being excluded, and 55 total studies being included in the review. 
Figure 2-1 depicts the PRISMA (Systematic Reviews and Meta-Analyses) flow diagram 
for inclusion.   
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Figure 2-1 PRISMA flow diagram of the study selection into the review 
2.2.3 Data extraction 
All papers were coded using a pro-forma coding sheet to identify a range of study 
characteristics. Factors potentially associated with professional help seeking were coded 
based on a narrative synthesis instead of a meta-analysis due to the diverse nature of the 
study designs and outcomes included in this review. Factors were marked as adjusted if 
potential confounding variables were accounted for in statistical analysis. Otherwise, 
factors were marked as unadjusted. To evaluate the quality of the included studies, 
quality assessments of quantitative studies (Glasziou, Irwig, Bain, & Colditz, 2001) and 
qualitative studies (Mills, Jadad, Ross, & Wilson, 2005) were conducted. Studies that 
used both quantitative and qualitative methods were coded with respect to both quality 
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metrics. The results of the quality analyses are presented in Appendix A. The majority 
of the included studies were of sound quality.   
2.3 Results 
2.3.1 Study characteristics 
Fifty-five publications met the inclusion criteria for the current review. Studies 
were classified according to three distinct research foci; specifically 15 (27%) studies 
examined professional help-seeking intentions for perceived suicidal ideation, among 
people with or without suicidality (Type I), 21 (38%) examined professional help-
seeking behaviour among people with suicidality (Type II), and 19 (35%) studies 
examined suicidal decedents’ health services use (Type III).  
The sample sizes ranged from 107 to 1896 participants (Median = 302) in the 
Type I studies, from 15 to 5100 (Median = 543) in the Type II studies, and from 49 to 
19426 (Median = 370) in the Type III studies. The proportions of females ranged from 
0% to 78% (Median = 65%) in the Type I studies, from 0% to 87% (Median = 63%) in 
the Type II studies, and from 3% to 40% (Median = 25%) in the Type III studies.
20 
 
Table 2.1. Summary of the factors influencing professional help seeking 
Research Focus  Type I (N = 15) Type II (N = 21) Type III (N = 19) 
Factor (N (%)) Significant 
Not 
significant 
Qualitative Significant 
Not 
significant 
Qualitative Significant 
Not 
significant 
Qualitative 
Age 3 (20%) 1 (7%)  4 (19%) 4 (19%)  5 (26%) 7 (37%)  
Sex 2 (13%) 7 (47%)  5 (24%) 5 (24%)  9 (47%) 4 (21%)  
Relationship status  2 (13%)  1 (5%) 2 (10%)  1 (5%) 4 (21%)  
Education  2 (13%)   3 (14%)  
 
2 (11%)  
Employment  1 (7%)   2 (10%)  3 (16%) 1 (5%)  
Income  
 
 1 (5%) 2 (10%)  1 (5%) 1 (5%)  
Locality  1 (7%)  1 (5%) 2 (10%)  1 (5%) 1 (5%)  
Ethnic minority  2 (13%)  6 (29%) 4 (19%)     
Depression 2 (13%) 1 (7%)  6 (29%) 1 (5%)  1 (5%)   
Anxiety 1 (7%) 1 (7%)  3 (14%) 
 
 1 (5%)   
Substance use    4 (19%) 3 (14%)  1 (5%)   
Suicidal ideation 7 (47%) 1 (7%)  5 (24%) 1 (5%)  1 (5%)   
Suicidal attempts  1 (7%)  7 (33%) 2 (10%)  4 (21%) 1 (5%)  
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Research Focus  Type I (N = 15) Type II (N = 21) Type III (N = 19) 
Factor (N (%)) Significant 
Not 
significant 
Qualitative Significant 
Not 
significant 
Qualitative Significant 
Not 
significant 
Qualitative 
Literacy of suicide, 
mental health, or health 
system 
 2 (13%)  1 (5%)  2 (10%)    
Stigma toward suicide or 
mental health issues 
1 (7%) 2 (13%) 1 (7%) 
 
 4 (19%)   2 (11%) 
Attitudes towards 
seeking professional 
treatment 
4 (27%)   1 (5%)  2 (10%)   1 (5%) 
Perceived need for 
treatment 
1 (7%)   1 (5%)  2 (10%)    
Previous treatment 3 (20%) 1 (7%) 
 
3 (14%) 1 (5%) 3 (14%) 1 (5%)   
Self-reliance 1 (7%)  1 (7%)   2 (10%)   1 (5%) 
Social support 
 
1 (7%)  2 (10%) 1 (5%) 2 (10%)   1 (5%) 
Note. The factors being reported five times or more were included in this table. Type I, professional help-seeking intentions for perceived suicidal ideation, among 
people with or without suicidality, Type II, professional help-seeking behaviour among people with suicidality, Type III, suicidal decedents’ health services use. 
Significant, times of the factor being reported significantly associated with professional help seeking outcomes in the quantitative studies. Not significant, times of 
the factor being reported not significantly associated with professional help seeking outcomes in the quantitative studies. Qualitative, times of the factors being 
reported in the qualitative studies.
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Table 2.1 presents a summary of the factors that were reported five or more times 
across the three types of studies, classified on the basis of whether the factor was found 
to be significantly associated with professional help seeking, not significant, or 
identified within a qualitative study. 
2.3.2 Professional help-seeking intentions for suicidal ideation, among people with 
or without suicidality 
Fifteen studies examined intentions to seek professional help for suicidal ideation 
among non-clinical samples, regardless of whether suicidal thoughts or behaviour were 
present. Table 2.2 presents the characteristics of these studies and the factors they 
identified as being associated with help-seeking intentions for suicidal ideation, among 
people with or without suicidality. Thirteen (87%) of the studies were conducted in 
Australasia, one in Japan, and one in the US. Twelve studies (80%) were among student 
populations, and all of the studies used self-report measures. Eleven studies (73%) used 
the General Help-Seeking Questionnaire (GHSQ, Wilson, Deane, Ciarrochi, & 
Rickwood, 2005) to measure help-seeking intentions for perceived suicide ideation, 
while another four studies used similar ad-hoc questions around participants’ 
willingness to seek help from health professionals. It was notable from the current 
review that the definition of professional help varied across studies, from psychologist 
only, to mental health professionals, or to a broader range of professionals including 
family doctor, physician, phone helpline, religious/spiritual leader, and social workers.  
Age was identified as a factor associated with professional help seeking for 
suicidal ideation in these studies, although with mixed results. Increasing age was 
associated with lower help-seeking intentions among an elderly Japanese sample aged 
65 or over (Sakamoto, Tanaka, Neichi, & Ono, 2004), while in an Australian sample, 
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participants aged between 18 to 24 had the lowest help-seeking intentions towards 
psychologists/psychiatrists compared to those aged above 24 (Calear et al., 2014). In a 
study of 527 New Zealand prisoners with a wider age range from 16 to 72 years, older 
age was positively associated with greater intentions to seek psychological help in 
prison (Skogstad, Deane, & Spicer, 2006). Gender had a relatively consistent influence 
on help-seeking intentions, with males usually found to have lower help-seeking 
intentions than females (Calear et al., 2014; Ciarrochi & Deane, 2001).  
The severity of mental health issues were also identified to be associated with 
help-seeking intentions. For instance, depression (Calear et al., 2014; Wilson & Deane, 
2010) and psychological distress (Wilson, Deane, Marshall, & Dalley, 2010) were 
found to be negatively associated with professional help-seeking intentions, while the 
effects of anxiety symptoms were found to increase help-seeking intentions (Calear et 
al., 2014). Seven of the studies (47%) identified in the current review also supported the 
existence of the help-negation effect of increasing severity of suicidal ideation on 
reduced help-seeking intentions: specifically, the presence of suicidal ideation was 
found to be associated with lower help-seeking intentions (Calear et al., 2014; Carlton 
& Deane, 2000; Deane et al., 2001; Wilson & Deane, 2010; Wilson, Deane, & 
Ciarrochi, 2005; Wilson et al., 2010; Yakunina et al., 2010).  
Increased stigma toward people who died by suicide measured by the Stigma of 
Suicide Scale (SOSS, Batterham et al., 2013b) was found to be significantly associated 
with lower help-seeking intentions towards mental health professionals among 
Australian adults in a community sample (Calear et al., 2014). In addition, stigma 
toward mental illness was identified as an important barrier to help seeking in a 
qualitative study among eight New Zealand university students (Curtis, 2010). 
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However, the effect of stigma was not significant in a study of 321 US university 
students measured by a different scale (the Stigma of Suicide Scale, SSS) (Yakunina et 
al., 2010) , nor in a study of Australian university students (as measured by the SOSS) 
(Chan et al., 2014).  
Positive attitudes towards psychological help, as measured by the Attitudes 
Towards Seeking Professional Psychological Help Scale (Fischer & Farina, 1995), were 
also found to facilitate help-seeking intentions (Carlton & Deane, 2000; Deane & Todd, 
1996; Skogstad et al., 2006; Yakunina et al., 2010), while high self-stigma measured by 
the Self-Stigma of Seeking Help Scale (SSOSH, Vogel, Wade, & Haake, 2006) and 
perceived stigma of seeking help measured by the Stigma Scale for Receiving 
Psychological Help (SSRPH, Komiya, Good, & Sherrod, 2000) were found to be 
significantly associated with lower help-seeking intentions (Yakunina et al., 2010). 
Prior treatment was reported to be associated with increased help-seeking intentions 
(Carlton & Deane, 2000; Ciarrochi & Deane, 2001). Skogstad et al. (2006) suggested, 
however, that the characteristics of prior treatment may influence whether treatment 
history has a positive, negative or null relationship with help seeking. 
Although willingness to seek help from non-professionals, such as partner and 
family, was found to be associated with higher intentions to seek help from 
professionals (Wilson, Rickwood, et al., 2011), a quantitative study conducted by 
Yakunina et al. (2010)  among US college students suggested that social support only 
facilitates help-seeking from non-professional sources, but not from professional 
sources.  
Self-reliance was also found to be a barrier to help-seeking intentions for suicidal 
thoughts among a sample of New Zealand university students (Curtis, 2010). A 
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quantitative study among Australian university students reported similar findings, with a 
significant but weak negative relationship between autonomy and formal help-seeking 
intentions (Wilson, Rickwood, et al., 2011). Other potential barriers of help-seeking 
intentions identified included hopelessness (Ciarrochi & Deane, 2001), and difficulty in 
identifying and describing emotions (Ciarrochi et al., 2003; Ciarrochi & Deane, 2001).  
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Table 2.2. Factors influencing professional help-seeking intentions for perceived suicidal ideation among people with or without suicidality 
Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study design Help-seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
Calear et al. 
(2014) 
Australia 
Community 
members 
534 18+  57.8% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
(GHSQ) 
Psychiatrist/psych
ologist, GP 
Perceived 
suicidal 
thoughts 
Younger age, male, 
low anxiety, high 
depression, severe 
suicidal ideation, 
high stigma (all sig, 
A) 
Chan et al. 
(2014) 
Australia 
University 
students 
194 19 - 42  
M=25 
53.8% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
(GHSQ) 
Formal help 
including GP, 
PHL, and MHP 
Perceived 
suicidal 
thoughts 
Null 
Wilson et al. 
(2011) 
Australia 
University 
students  
641 18 - 25 
M=19.4 
SD= 1.8 
74.4% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
vignette 
(GHSQ-V) 
Mental health 
services including 
MHP, GP, and 
PHL 
Perceived 
suicidal 
thoughts 
Less willing to seek 
help from family, 
need for autonomy 
(all sig, A)   
Curtis et 
al.(2010) New 
Zealand 
University 
students  
1896 15 - 25 64.8% Quantitative 
and qualitative 
mixed study 
Question 
regarding 
help-seeking 
intentions 
MHP Perceived 
suicidal 
thoughts 
Stigma, perceived 
need for self-
reliance (Q)  
Wilson et al. 
(2010) 
Australia 
University 
students 
302 M=19.8 
SD=1.6 
77.5% Cross-
sectional 
quantitative 
Professional 
help-seeking 
intentions 
Professional care 
including MHP, 
GP, and PHL. 
Perceived 
suicidal 
thoughts 
Severe suicidal 
ideation (sig, A), 
high depression, 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study design Help-seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
study (GHSQ) hopelessness (sig, 
UA) 
Wilson et al. 
(2010) 
Australia 
High school 
students  
590 13 - 18 
M=15.6 
SD=0.7 
56.7% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
(GHSQ) 
GP Perceived 
suicidal 
thoughts 
Severe suicidal 
ideation, high 
psychological 
distress, low desire 
for help, high 
perceived barrier to 
engage in treatment 
(all sig, A) 
Yakunina et 
al. (2010) US 
University 
students  
321 18 - 56 
M=20.0 
SD=5.3 
66.6% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
(GHSQ) 
Professional 
sources including 
physician, 
psychiatrist, 
psychologist, 
college 
counselling 
centre, counsellor, 
social worker, 
religious/spiritual 
leader, and PHL 
Perceived 
suicidal 
thoughts 
Severe suicidal 
ideation, high self 
and social stigma 
towards seeking 
help, negative 
attitudes towards 
seeking 
professional 
psychological help 
(all sig, A)  
Skogstad et al. 
(2006) New 
Zealand 
Prisoners  527 16 - 72  
M= 30.4 
0.0% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
(TPB) 
Psychologist Perceived 
suicidal 
thoughts and 
feelings 
Younger age, 
subjective norm , 
negative attitudes 
towards seeking 
help, low perceived 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study design Help-seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
behavioural 
control, contact 
with a psychologist 
in prison (all sig, 
A) 
Wilson et al. 
(2005) 
Australia 
High school 
students  
269 12 - 18 
M=15.9 
SD=1.3 
64.0% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
(GHSQ) 
MHP Perceived 
suicidal 
thoughts 
Severe suicidal 
ideation (sig, A) 
Sakamoto et 
al.(2004) 
Japan 
Community 
members 
230 65+ 
M=73.5 
SD=6.4 
64.3% Cross-
sectional 
quantitative 
study 
Help seeking 
intentions 
(case vignette) 
GP and public 
nurses   
Case vignette 
describing 
suicidal ideation 
Older age, not 
participation in 
mental health 
workshop (all sig, 
A)  
Ciarrochi et 
al. (2003) 
Australia  
High school 
students  
217 M=14.4 
SD=1.2 
67.3% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
(GHSQ) 
GP, MHP 
including school 
counsellor, 
counsellor, 
psychologist, and 
psychiatrist 
Perceived 
suicidal 
thoughts 
Poorly skilled at 
identifying and 
describing 
emotions (sig, A) 
Ciarrochi et 
al. (2001) 
Australia 
University 
students  
300 M=20.6 
SD=5.0 
77.0% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
(GHSQ) 
Professional help 
seeking including 
health 
professional, GP, 
and PHL 
Perceived 
suicidal 
thoughts 
Male, poorly 
skilled at managing 
self-relevant 
emotions, no past 
help seeking 
experience, and 
 29 
 
Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study design Help-seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
high hopeless (all 
sig, A) 
Deane et al. 
(2001) 
Australia 
University 
students  
302 M=20.6 
SD=5.0 
76.8% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
(GHSQ) 
MHP, GP Perceived 
suicidal 
thoughts 
Severe suicidal 
ideation (sig, UA) 
Carlton et 
al.(2000) New 
Zealand 
High school 
students  
150 14 - 18 
M=15.6 
SD=1.2 
51.0% Cross-
sectional 
quantitative 
study 
Professional 
help-seeking 
intentions 
(GHSQ) 
Psychologist, 
counsellor 
Perceived 
suicidal 
thoughts 
Severe suicidal 
ideation, no prior 
help, negative 
attitudes towards 
seeking 
professional 
psychological help 
(all sig, A) 
Deane et al. 
(1996) New 
Zealand 
University 
students  
107 19 - 72 
M=40.0 
SD=11.4 
65.0% Cross-
sectional 
quantitative 
study 
Question 
regarding 
help-seeking 
intentions 
Professional 
psychological 
help 
Perceived 
suicidal 
thoughts 
Negative attitudes 
towards seeking 
professional 
psychological help  
(sig, UA) 
Note. M, mean; SD, standard deviation; 
Sig, significant; A, adjusted for confounding variables; UA, not adjusted for confounding variables; Q, qualitative study;  
GP, general practitioner; MHP, mental health professionals; PHL, phone help line. 
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2.3.3 Professional help-seeking behaviour among people with suicidality 
Twenty-one studies examined professional help-seeking behaviour among people 
with suicidality. Table 2.3 presents the characteristics of these studies and the factors 
they identified as being associated with professional help-seeking behaviour. Sixteen 
(76%) of the studies were conducted in the US or Canada, three (14%) in Australia, and 
two (10%) in Europe. Only eight of the studies (38%) specified that the purpose of the 
service use was related to suicidality. The other studies did not provide information as 
to whether participants had disclosed their suicidality to the professionals or not. Only 
one study (5%) used actual service use records, while the majority (95%) of the findings 
were based on self-reported service use.  
From the studies identified, older age was generally associated with higher self-
reported service use among people with suicidality (Ahmedani et al., 2012; De Leo, 
Cerin, Spathonis, & Burgis, 2005; Encrenaz, Contrand, et al., 2012; Encrenaz, Kovess-
Masfety, et al., 2012). Females were more likely to talk about suicidal ideation to health 
professionals (Encrenaz, Kovess-Masfety, et al., 2012)  and use health services 
(Ahmedani et al., 2012; De Leo et al., 2005; Routhier, Leduc, Lesage, & Benigeri, 
2012; Wong et al., 2014) than males. Ethnic minorities, including Latino (Ahmedani et 
al., 2012; Downs & Eisenberg, 2012; Freedenthal, 2007; Meyer, Teylan, & Schwartz, 
2015; Wu, Katic, Liu, Fan, & Fuller, 2010), Black (Ahmedani et al., 2012; Freedenthal, 
2007; Meyer et al., 2015; Wu et al., 2010), and Asian (Ahmedani et al., 2012; Downs & 
Eisenberg, 2012; Wong et al., 2014) individuals tended to have less help-seeking 
behaviour compared to Caucasian individuals.  
The presence of mental health issues such as depression (Ahmedani et al., 2012; 
Arria et al., 2011; Encrenaz, Kovess-Masfety, et al., 2012; Husky et al., 2012; 
Vasiliadis, Gagne, Jozwiak, & Preville, 2013; Wu et al., 2010), anxiety (Arria et al., 
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2011; Encrenaz, Kovess-Masfety, et al., 2012; Wu et al., 2010), and substance use 
(Encrenaz, Kovess-Masfety, et al., 2012; Freedenthal, 2007; Routhier et al., 2012) were 
also found to be associated with greater help-seeking behaviour among people with 
suicidality. In addition, severe suicidal intent (De Leo et al., 2005; Wong et al., 2014), 
history of suicidal ideation (Husky et al., 2012; McKibben et al., 2014; Pagura, Fotti, 
Katz, Sareen, & Tea, 2009), suicidal plans (Encrenaz, Kovess-Masfety, et al., 2012; 
Husky et al., 2012), and suicidal attempts (Ballard et al., 2014; De Leo et al., 2005; 
Encrenaz, Kovess-Masfety, et al., 2012; Freedenthal, 2007; McKibben et al., 2014; 
Milner & De Leo, 2010; Pagura et al., 2009) were also found to facilitate help-seeking 
behaviour.  
Four qualitative studies highlighted the negative influence of stigma toward 
mental health issues or suicide on help-seeking behaviour (Czyz et al., 2013; De Leo et 
al., 2005; Freedenthal & Stiffman, 2007; Strike, Rhodes, Bergmans, & Links, 2006). In 
addition, stigmatising attitudes towards mental health services were also found to 
impede people’s help-seeking behaviour (Czyz et al., 2013; De Leo et al., 2005; Downs 
& Eisenberg, 2012). Two quantitative studies reported prior treatment as a facilitator to 
help-seeking behaviour (Arria et al., 2011; Milner & De Leo, 2010), although other 
studies suggested that the relationship between these factors depended on the specific 
setting of treatment, such as a hospital emergency department (Routhier et al., 2012), 
the level of satisfaction with prior treatment (Czyz et al., 2013; Strike et al., 2006), and 
whether the relationship between clients and medical helpers was consistent (Osvath, 
Michel, & Fekete, 2003). 
Family and friends’ influence on help-seeking behaviour was found to be 
complicated among the studies identified in the review. Disclosure of suicidal intentions 
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to surrounding people (De Leo et al., 2005; Encrenaz, Kovess-Masfety, et al., 2012; 
Wong et al., 2014) and being referred to professionals by family and friends (De Leo et 
al., 2005; Wong et al., 2014) were found to be associated with higher likelihood of 
service use. In contrast, some studies found that warm and trusting relationships may 
impede therapy or medication as it could decrease the subjective perception of distress 
(Downs & Eisenberg, 2012) and the need for professional help (Czyz et al., 2013).  
In addition, no perceived need for treatment was identified as the most frequently 
reported-reason for not seeking professional help in two studies of the US students 
(Czyz et al., 2013; Freedenthal & Stiffman, 2007). In these studies, 66% (Czyz et al., 
2013), and 29% (Freedenthal & Stiffman, 2007) of the students cited this reason as the 
primary motivation for not seeking help. Furthermore, in a third US study, the perceived 
need for help significantly facilitated treatment use among students with serious 
previous suicidal thoughts (Downs & Eisenberg, 2012).  
Self-reliance was reported to be a barrier for help-seeking behaviour in two US 
qualitative studies (Czyz et al., 2013; Freedenthal & Stiffman, 2007) identified in the 
current review. Religion was also found to influence youth suicide attempters’ mental 
health service use in a qualitative study of Canadians, although it was unclear whether it 
facilitated or impeded health service use (Bullock, Nadeau, & Renaud, 2012). Pragmatic 
or structural barriers including lack of time, long waitlists, financial difficulties, lack of 
transportation or practicing GPs (Ahmedani et al., 2012; Czyz et al., 2013; Freedenthal, 
2007; Osvath et al., 2003) were also identified as factors impacting help seeking among 
the studies identified.  
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Table 2.3. Factors influencing professional help-seeking behaviour among people with suicidality 
Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study 
design 
Help-
seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
Meyer et al. 
(2015) US 
LGB 
community 
388 18 - 58 
M=32.6 
SD=9.3 
NG Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Mental health  
and other 
medical 
professionals 
Mental health 
problems 
Ethnic minority (sig, 
UA) 
Ballard et al. 
(2014) US 
Community 
members 
1422 27 - 31 58.0% Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Primary care, 
hospitalization, 
emergency 
department 
Medical care No presence of suicidal 
attempts (sig, A) 
McKibben et al. 
(2014) US 
Army 
soldiers 
5100 NG 13.0% Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Psychologist, 
psychiatrist, 
clinical social 
worker, or other 
mental health 
counsellor 
Mental health 
issues or 
substance use 
No presence of suicidal 
ideation or attempts 
(sig, A) 
Wong et al. 
(2014) US 
University 
students 
1045 M=23.8 65.0% Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Psychologist, 
social worker, 
counsellor 
Suicide ideation Male, low suicidal 
intent, no 
communicated intent, 
no referrals to 
professionals, ethnic 
minority (all sig, A) 
Czyz et al. 
(2013) US 
University 
students  
157 M=20.0
SD=3.1 
67.5% Longitudina
l cohort 
study 
Self-
reported 
service use 
Mental health 
services 
(therapy or 
medication) 
Suicidal 
ideation, 
suicidal attempt, 
depression, or 
No perceived need for 
treatment, have no time, 
self-management, 
support from family and 
 34 
 
Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study 
design 
Help-
seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
alcohol abuse  friends, pragmatic 
barriers such as 
financial concerns and 
waiting period, high 
stigma, negative 
previous experience, 
mistrust of 
professionals (Q) 
Vasiliadis et al. 
(2013) Canada 
Community 
members 
211 65+ 75.0% Longitudina
l cohort 
study  
Self-
reported 
service use 
Health services  Mental health 
problems 
No presence of 
depression (sig, UA) 
Ahmedani et al. 
(2012) US 
Community 
members 
3179 18+ 43.1% 
(Suicidal 
ideation) 
30.4% 
(Suicidal 
attempts) 
Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Specialty 
psychiatric 
treatment 
Mental health 
problems, 
alcohol and drug 
use  
Younger age, male, no 
presence of depression, 
no presence of drug or 
tobacco use, no 
presence of 
psychological stress, 
ethnic minority, no 
health insurance, in a 
good health condition 
(all sig, A) 
Bullock et al. 
(2012) Canada 
Outpatients 15 14 - 18 
M=15.2 
SD=1.4 
87.0% Qualitative 
psychologic
al 
autopsy 
study 
Self-
reported 
service use 
Mental health 
services 
Suicidal 
attempts 
Religion matters, need 
to be further identified  
(Q) 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study 
design 
Help-
seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
Downs et 
al.(2012)  
US 
University 
students  
543 18+ 58.5% Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Counselling/ther
apy, prescription 
medication use 
Mental health 
problems 
Higher personal or low 
perceived stigma 
toward mental health 
service use, more social 
support, ethnic 
minority, no contact 
with service users, low 
perceived need for help, 
low belief in 
effectiveness of 
treatment (all sig, A) 
Encrenaz  
et al.  
(2012) France  
Community 
members 
4019 18 - 100 64.4% Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Health 
professional 
Suicidal ideation  Younger age, male, no 
history of suicidal 
plans, no history of 
suicidal attempts, not 
talking to 
friend/relative, no 
presence of panic 
disorder, no presence of 
major depressive 
episode, of generalised 
anxiety, and of other 
substance use disorder 
(all sig, A) 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study 
design 
Help-
seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
Husky et al. 
(2012) US 
Community 
members 
558 13 - 18 51.0% Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Outpatient, 
inpatient, and 
specialized 
mental health 
care 
Mental health 
problems 
No presence of 
depression, no presence 
of eating disorder, no 
presence of suicidal 
ideation, no presence of 
suicidal plans (all sig, 
A) 
Routhier et al. 
(2012) Canada 
Inpatients 
and 
outpatients  
525 M=42.9 
SD=17.
3 
54.0% Retrospecti
ve study on 
administrati
ve data and 
patient 
records 
Actual 
service use  
GP, emergency, 
local 
community 
health centre, 
outpatient and 
inpatient care 
Mental health 
problems  
Male, no presence of 
substance use, hospital 
emergency department 
contact, no health 
contact in three months 
post attempt (all sig, A) 
Arria et al. 
(2011) US 
University 
students  
158 21 - 24 64.6% Cross-
sectional 
quantitative 
study  
Self-
reported 
service use 
Counsellors, 
campus- or 
community-
based health or 
counselling 
centres, 
hospitals or 
other facilities, 
law enforcement 
officials, 
support groups, 
rehabilitation 
clinics, or PHL 
Mental health 
problems 
Older age at first 
episode of 
psychological distress, 
less life episodes of 
psychological distress 
(depression and 
anxiety), no previous 
treatment (all sig, UA) 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study 
design 
Help-
seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
Milner et al. 
(2010) Australia 
Community 
members 
399 18 - 83 62.7% Cross-
sectional 
quantitative 
study  
Self-
reported 
service use 
GP, hospital, 
mental health 
professional, 
PHL 
Suicidal 
attempts 
No presence of mental 
illness, no 
communicated intent 
for suicide, no lifetime 
suicidal attempts, no 
historical mental 
treatment, not using 
drugs as a suicidal 
method (all sig, A) 
Wu et al. 
(2010) Australia 
Community 
members 
877 12 - 17 70.0% Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Inpatient and 
outpatient, 
school based 
service 
Mental health 
problems 
No presence of 
depression, no presence 
of disruptive behaviour 
problems (all sig, UA) 
low family income,  
good perceived health, 
ethnic minority, no 
presence of anxiety, no 
participation in 
extracurricular activities  
(all sig, A) 
Pagura et al. 
(2009) Canada 
Community 
members 
1464 15+ NG Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Psychiatrist, 
physician, 
psychologist, 
nurse, social 
worker, 
religious advisor 
Emotions, 
mental health 
problems, use of 
alcohol or drugs. 
No presence of suicidal 
ideation, no presence of 
suicidal attempts, 
limited knowledge of  
how or where to get 
help, problems with 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study 
design 
Help-
seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
things like 
transportation, children, 
or scheduling  (all sig, 
A) 
Freedenthal et 
al. (2007) US 
Community 
members 
101 15 - 21, 
M=17.7 
SD=1.6 
72.3% Qualitative 
interview 
Self-
reported 
service use 
Medical or 
mental health 
professionals 
including an 
emergency 
room doctor, 
psychiatrist, 
social worker, 
psychiatric 
hospital, or 
other psychiatric 
person or place 
Suicidal ideation 
and attempts 
No perceived need for 
help, high stigma and 
embarrassment, having 
other support, high self-
reliance, feeling 
hopeless or alone, fear 
of consequences, high 
cost, no service 
available (Q) 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study 
design 
Help-
seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
Freedenthal et 
al. (2007) US 
Community 
members 
2226 12 - 17 
M=14.7 
SD=1.6 
64.3% Cross-
sectional 
quantitative 
study 
Self-
reported 
service use 
Mental health  
professionals 
including 
inpatient 
hospital, 
residential 
treatment, 
partial hospital, 
mental health 
clinic, private 
therapist, 
psychologist, 
social worker or 
counsellor 
Problems related 
to behaviour, 
emotions, or use 
of alcohol or 
illicit drug use 
Ethnic minority, being 
in rural and small city, 
no insurance, no 
presence of substance 
use, no presence of 
psychiatric symptoms, 
no presence of conduct 
disorders, no presence 
of suicidal attempts (all 
sig, A) 
Strike et al. 
(2006) Canada 
Outpatients  15 20+ 0.0% Qualitative 
interview 
Self-
reported 
service use 
Mental health 
services 
including 
emergency 
department, 
crisis team, 
assessment, GP, 
psychiatrist, 
alcohol and drug 
treatment 
centres, and 
social 
Mental health 
and substance 
use  problems  
Negative prior 
experiences of mental 
treatment, high stigma, 
low literacy (Q) 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study 
design 
Help-
seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
workers 
De Leo et al. 
(2005) Australia 
Community 
members 
1311 18+ 53.0% Quantitative 
and 
qualitative 
mixed study 
Self-
reported 
service use 
GP, counsellor, 
PHL, 
psychiatrist, 
hospital 
Suicidal plans, 
suicidal attempts 
Male, younger age, no 
presence of psychiatric 
symptoms, no recurrent 
suicidal ideation, no 
communicated suicidal 
intent, no presence of 
suicidal attempts, no 
presence of violent 
attempt method  (all sig, 
A) no referrals to 
professionals, low 
perceived need for 
treatment, high stigma, 
do not want to trouble 
others, low literacy, 
cost (Q)  
Osvath et al. 
(2003) Hungary, 
Switzerland 
Outpatients 
and 
inpatients  
167 M=36.5 59.9% Qualitative 
interview 
Self-
reported 
service use 
GP and other 
healthcare 
professionals 
Physical and 
psychological 
symptoms, 
suicidal ideation  
Low number of 
practicing GPs , 
inconsistent relationship 
with a medical helper or 
system (Q) 
Note. M, mean; SD, standard deviation; 
Sig, significant; A, adjusted for confounding variables; UA, not adjusted for confounding variables; Q, qualitative study; NG, not given; 
GP, general practitioner; PHL, phone help line. 
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2.3.4 Suicidal decedents’ health services use 
Nineteen of the studies retrospectively examined professional help-seeking 
behaviour among suicidal decedents. Table 2.4 presents the characteristics of these 
studies and the factors they identified as being associated with professional help-seeking 
behaviour. Four studies (21%) were conducted in Canada, four (21%) in the UK, two 
(11%) in the US, two (11%) in Australia, two (11%) in Hong Kong, two (11%) in 
Taiwan, one (5%) in Sweden, one (5%) in Korea, and one (5%) in Singapore. Six of the 
studies (31%) collected survey data or interviews from decedents’ family, friends, 
carers or community members. Others used data from administrative data or patient 
records. None of the studies specified whether the decedents had disclosed their suicidal 
intentions to professionals during service use.   
In the identified studies, females were generally found to have greater service use 
than males (Chang et al., 2012; Cho et al., 2013; Hamdi, Price, Qassem, Amin, & Jones, 
2008; Law, Wong, & Yip, 2010; Lee, Lin, Liu, & Lin, 2008; O'Neill, Corry, Murphy, 
Brady, & Bunting, 2014; Rhodes et al., 2013; Vasiliadis, Ngamini-Ngui, & Lesage, 
2015; Vassilas & Morgan, 1997). Being single (Basham et al., 2011), employed (Hamdi 
et al., 2008; Law et al., 2010; Loh, Tai, Ng, Chia, & Chia, 2012), having a low income 
(Law et al., 2010), problem gambling (Seguin et al., 2010), and living in rural area 
(Vasiliadis et al., 2015) were found to be associated with less service use before suicide.  
Previous diagnosis of mental disorders (Hamdi et al., 2008; Law et al., 2010; Law, 
Wong, & Yip, 2015; Vasiliadis et al., 2015), anxiety (De Leo, Draper, Snowdon, & 
Kolves, 2013), mood disorders (De Leo et al., 2013), or problematic alcohol use 
(Sveticic, Milner, & De Leo, 2012) was also found to be significantly related to 
increased contact with health services among suicidal decedents. A family history of 
suicide was additionally found to facilitate mental health service use among young 
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suicide decedents in Singapore (Loh et al., 2012). A low level of suicide intent (Law et 
al., 2010), as well as a history of suicidal attempts (Hamdi et al., 2008; Kisely, 
Campbell, Cartwright, Bowes, & Jackson, 2011; Loh et al., 2012; Sveticic et al., 2012), 
were also reported to increase help-seeking behaviour among suicidal decedents. 
Previous contacts with a primary care services and GP were found to facilitate mental 
health service use among suicidal decedents in a UK study (Hamdi et al., 2008). In 
addition, shame and stigma surrounding mental health issues (Moskos et al., 2007; 
Tornblom et al., 2015) were described as barriers to seeking professional help by the 
informants in two of the qualitative studies identified.  
In another of the qualitative studies, 36% of suicidal decedents had been 
persuaded to seek medical help by a close friend or relative (Owens et al., 2005), 
suggesting that members of the family and immediate social network may play a key 
role in determining whether or not suicidal individuals would seek help from a medical 
practitioner. Furthermore, suicidal decedents who did not seek help were depicted by 
informants as self-reliant and resourceful characters who expected to be able to solve 
their own problems (Owens et al., 2005). 
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Table 2.4. Factors influencing suicidal decedents’ health services use 
Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study design Help-seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
Law et al. 
(2015)  
Hong Kong 
Decedents' 
carers/family/ 
friends 
115 M=38.4 
SD=11.4 
33.0% Retrospective 
psychological 
autopsy study 
Self-reported 
service use 
Physical 
health, 
psychosocial, 
and psychiatric 
services 
Health 
problems, 
mental health 
problems 
No presence of 
psychiatric 
diagnosis (sig, UA)  
Törnblom et al. 
(2015) Sweden 
Decedents' 
carers/family/ 
friends 
52  14 - 25  36.5% Qualitative study, 
Case control 
Help-seeking 
decision 
Psychiatric 
contact 
Not specified Shamefulness, 
powerlessness (Q) 
Vasiliadis et al. 
(2015) Canada 
Decedents 8851 11+ 21.4% Retrospective 
study on patient 
records 
Actual 
service use 
Health services 
including 
outpatient, 
emergency 
visit, 
hospitalisation 
Not specified Younger age, male, 
being in rural area, 
no presence of 
psychiatric 
disorders and 
general medical 
condition (sig, UA)  
O’Neil et al. 
(2014) UK 
Decedents 1667 10 - 70+ 23.0% Retrospective 
study on 
administrative data 
Actual 
service use 
GP, outpatient 
mental health 
treatments, 
psychiatric 
inpatient care 
Not specified Male (sig, UA) 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study design Help-seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
De Leo et al. 
(2013) 
Australia 
Decedents’ 
carers/family/ 
friends 
261 35+ NG Psychological 
autopsy case-
control study on 
administrative data 
Self-reported 
service use 
GP, 
psychiatrist 
Not specified No presence of 
mood disorder or 
anxiety disorder 
(sig, UA) 
Cho et al. 
(2013) Korea 
Decedents 11523 10+ 31.4% Retrospective 
study on 
administrative data 
Actual 
service use 
Hospital care 
or admission 
Psychiatric 
disorders, 
musculoskeletal, 
cardiovascular, 
respiratory, or 
gastrointestinal 
disease, injury 
Younger age, male 
(sig, A) 
Rhodes et al. 
(2013) Canada 
Decedents   724 10 - 25 26.5% Retrospective 
study on patient 
record and 
administrative data 
Actual 
service use 
Outpatient, 
emergency 
department, 
and inpatient 
service 
Mental health 
and other 
problems 
Male (sig, UA) 
Chang et al.  
(2012) Taiwan 
Decedents 862 12 - 24 35.5% Retrospective 
study on 
administrative data 
Actual 
service use 
Psychiatric 
inpatient 
and outpatient 
facilities, GP, 
non-psychiatric 
hospital 
specialists 
Mental health 
problems  
Male (sig, UA) 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study design Help-seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
Loh et al. 
(2012) 
Singapore 
Decedents 188 10 - 24 NG Retrospective 
study on 
administrative data 
Actual 
service use 
Psychiatrist, 
primary care 
physician 
Mental health 
problems  
Being employed, 
no family history of 
suicide (all sig, 
UA) no previous 
suicidal attempts, 
no presence of 
psychological 
stressors (sig, A) 
Sveticic et al. 
(2012) 
Australia 
Decedents 7126 NG 20.9% Retrospective 
study on 
administrative data 
Actual 
service use 
GP, outpatient, 
inpatient, other 
source of help 
Mental health 
problems  
No communicated 
suicidal intent, no 
history of suicidal 
attempts, no  
problematic use of 
alcohol (sig, A) 
Basham et al. 
(2011) US 
Decedents in 
veteran 
968 18+ 2.9% Retrospective 
study on 
administrative data 
Actual 
service use 
Ambulatory 
care visit 
(including 
phone), 
inpatient stay, 
veteran care 
(any health 
care) 
Not specified Single or divorced, 
not enrolled at 
veteran (sig, UA) 
Kisely et al. 
(2011) Canada 
Decedents 101 M=44.7 
SD=13.3 
16.8% Retrospective 
study on 
administrative data 
and patient records 
Actual 
service use 
Health 
professionals 
Mental or 
physical health 
problems  
No history of 
suicidal attempts 
(sig, UA) 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study design Help-seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
Law et al. 
(2010)  
Hong Kong 
Decedents' 
carers/family/ 
friends 
119 M=39.8 
SD=11.0 
39.5% Retrospective 
psychological 
autopsy study  
Self-reported 
service use 
Psychiatrist Not specified Older age, male, 
being 
full/partially/self-
employed at the 
time of death, low 
income, no 
presence of 
psychotic disorders, 
severe suicide 
intent, 
unmanageable 
debts, having a 
higher level of 
social problem-
solving ability (sig, 
UA) 
Seguin et al. 
(2010) Canada 
Decedents 122 M=44. 2 5.6% Retrospective 
study on patient 
records 
Actual 
service use 
GPs, nurses, 
social workers, 
youth centre, 
school 
professionals, 
police, 
psychiatrists, 
psychologists, 
hospital 
emergency 
Not specified Problem gambling 
(sig, UA) 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study design Help-seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
departments, 
PHL, clergy 
Hamdi et al. 
(2008) UK 
Decedents 479 15 - 93  25.0% Retrospective 
study on patient 
record, 
administrative data 
Actual 
service use 
Primary health 
care service 
and mental 
health service 
Not specified Male, being 
employed, not 
living alone, no 
contact with 
primary care 
services (all sig, 
UA) no presence of  
mental disorders, 
no presence of 
suicidal attempts, 
no communication 
of suicidal intent 
(all sig, A) 
Lee et al. 
(2008) Taiwan 
Decedents 19426 15+ 
M=49.5 
SD=18.1 
32.3% Retrospective 
study on 
administrative data 
Actual 
service use 
Mental health 
and non-
mental health 
professionals 
Mental health 
problems  
Older age, male (all 
sig, A) 
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Author 
(published 
year) country 
Participants 
and settings 
Sample 
size 
Age % 
female 
Study design Help-seeking 
outcomes 
Help-seeking 
sources 
Reasons to seek 
professional 
help  
Barriers to seek 
professional help 
Moskos et al.  
(2007) US 
Decedents' 
carers/family/ 
friends 
49 13 - 21 16.30% Qualitative study 
on psychological 
autopsy data 
Barriers to 
mental health 
treatment 
Any Mental health 
problems  
Bad experience 
with mental health 
providers, reluctant 
to admit having 
mental health 
problems (Q) 
Owens et al. 
(2005) UK  
Decedents' 
carers/family/ 
friends 
66 18+ 31.80% Qualitative study  
on psychological 
autopsy data 
Help-seeking 
decision 
GP Not specified High help 
resistance, low 
awareness of the 
severity by 
surrounding people 
(Q)  
Vassilas et al. 
(1997) UK 
Decedents 144 17 - 85 
M=43.0 
SD=18.0 
22.90% Retrospective 
study on patient 
records and 
administrative data 
Actual 
service use 
Potential 
helping 
agencies 
(health and 
social services 
and ACAD) 
Not specified Younger age, male 
(all sig, UA) 
Note. M, mean; SD, standard deviation; 
Sig, significant; A, adjusted for confounding variables; UA, not adjusted for confounding variables; Q, qualitative study; NG, not given; 
GP, general practitioner; PHL, phone help line. 
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2.4 Discussion 
This systematic review aimed to delineate the factors that influence professional 
help seeking for suicidality across three stages: professional help-seeking intentions for 
suicidal ideation in non-clinical sample (among people with or without suicidality), 
help-seeking behaviour among people with suicidality, and service use of suicidal 
decedents. Several potentially important barriers emerged from the review. 
Firstly, low perceived need for treatment, high self-reliance, and stigmatising 
attitudes towards suicide and/or mental health issues were found to be consistent 
barriers to professional help seeking across the three subgroups of studies, although 
much of the evidence was from studies using qualitative designs with small sample 
sizes, thus limiting the capacity for generalisation of the findings. The presence of 
suicidality and other mental health issues such as depression and psychological stress 
generally reduced help-seeking intentions for suicidal ideation in non-clinical samples, 
while facilitating help-seeking behaviour among people with suicidality or suicidal 
decedents. The influence of social support on professional help seeking was more 
complex. People with good social support seemed to favour non-professional sources, 
which might reduce professional help seeking. However, there was also evidence that 
referrals to professionals by family or friends facilitated service use among individuals 
with suicidal ideation or behaviour. Other factors such as treatment history, exposure to 
suicide, and knowledge of suicide were found to influence help-seeking intentions and 
behaviour; however, evidence was scant or too diverse to draw robust conclusions. The 
findings on demographic factors were somewhat inconsistent, suggesting local factors 
such as culture, ethnicity, and religion may need to be taken into consideration.  
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2.4.1 Suicidality and mental health issues 
Suicidality and a number of mental health related factors were found to be 
significantly associated with professional help seeking. Higher levels of suicidal 
ideation, depression and psychological stress were found to be associated with lower 
help-seeking intentions for perceived suicidal ideation, while a history of suicidality and 
mental health issues tended to facilitate help-seeking behaviour among people with 
suicidality and suicidal decedents. The underlying basis for this finding has not been 
identified. One explanation is that people with a history of suicidality and mental health 
issues may have to receive physical or mental health treatments in medical settings 
regardless of whether they are willing to seek care or not. Individuals with a diagnosed 
mental disorder may be in treatment for symptoms related to the disorder, irrespective 
of whether they are suicidal. Most mental disorders carry significant risk for 
development of suicidal ideation or behaviour, so connecting with professional services 
for mental health treatment may be conflated or categorised with professional service 
use for suicidality (Harris & Barraclough, 1997; Nock, Hwang, Sampson, & Kessler, 
2010). Further research may examine the specific reasons or patterns of symptoms that 
encourage individuals to connect with professional services. 
2.4.2 Attitudes and knowledge of suicide and mental health issues 
Stigmatising attitudes and a limited knowledge of suicide and mental health issues 
were also found to be barriers to help seeking, although much of the research was 
qualitative in nature with limited power of generalising the professional help results to 
the entire population. Individuals who have stigmatising attitudes towards suicide or 
mental health issues may consider help seeking as a sign of weakness or failure 
(Moskos et al., 2007; Tornblom et al., 2015), which reflects on themselves in a 
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shameful or negative coping way with suicidality. Limited knowledge about the signs, 
risk factors and treatment options for people with suicidality may lead to poor 
awareness of the risks associated with suicidal thinking and delays in treatment seeking. 
The lack of quantitative studies exploring these factors may reflect the limited number 
of validated scales that are available to measure suicide attitudes and knowledge 
(Batterham et al., 2013b). Further investigation of these relationships in quantitative 
studies is warranted, and in particular there is a need for research to distinguish between 
attitudes and knowledge, and to differentiate between self-stigma, and personal and 
perceived stigma.  
2.4.3 Attitudes towards professional treatments, perceived need for treatment, and 
treatment history 
Attitudes towards health professional treatments were found to be associated with 
both help-seeking intentions and behaviour across the three subgroups of studies. 
Positive attitudes towards professionals facilitated professional help-seeking. 
Meanwhile, a lack of perceived need for treatment was found to be the most frequently 
self-reported barrier to professional help seeking among people with suicidality. This 
finding may reflect limited awareness that suicidal ideation and behaviour are risky and 
professional help is available, leading to delays or avoidance of help seeking. However, 
the relationship between treatment history and help seeking was not consistent across all 
of the identified studies. The quality and satisfaction level of previous treatment may 
therefore need to be taken into consideration when studying the effects of previous 
treatment on help seeking. All of these results highlight the important role that 
professional treatments play in the help-seeking process. 
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2.4.4 Self-reliance and social support 
Self-reliance was a frequently reported barrier in the studies identified in the 
current review both for help-seeking intentions for perceived suicidal ideation and for 
actual help-seeking behaviour for suicidality. Extreme views on the value of self-
reliance may contribute to self-stigma, whereby people’s negative attitudes about help-
seeking combined with self-reliance prevent them from disclosing their symptoms or 
engaging in professional treatment even in the face of dangerous mental health 
symptoms (Labouliere, Kleinman, & Gould, 2015). However, only one quantitative 
study suggested a significant but weak negative effect of self-reliance on predicting 
intentions to seek help from a mental health service among a student sample (Wilson, 
Rickwood, et al., 2011). All of the other studies that reported on self-reliance were 
qualitative.  
The influence of social support on professional help seeking was complex in the 
current review. In several studies, seeking support from non-professional sources and 
having better social support was found to facilitate professional help-seeking for 
suicidality (De Leo et al., 2005; Encrenaz, Kovess-Masfety, et al., 2012; Wong et al., 
2014), while in others people with good social support could rely on their social 
network instead of professional services (Downs & Eisenberg, 2012). It is of note that 
encouragement from others was suggested to be an important motivation for seeking 
professional help. Eighty percent of people with suicidality used health service because 
others thought it was important for them to (De Leo et al., 2005), while 36% of suicidal 
decedents had been persuaded to seek medical help by a close friend or relative (Owens 
et al., 2005). 
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2.4.5 Limitations 
There are some potential limitations of this review. First, different types of 
research, such as quantitative and qualitative studies, were included in the current 
review in order to report a greater coverage of findings. Although the majority of the 
included studies were of sound quality, the variability of the findings may relate to the 
inclusion of a variety of research designs in the review. Second, only results from 
published English language studies were coded in this review, which may limit the 
generalisability of the findings. Third, as noted throughout, some of the factors 
identified in the review were tested in relatively few studies, and most of the included 
studies were conducted in industrialised countries. As culture may have a considerable 
influence on help-seeking, further studies among developing countries and comparative 
studies are needed. 
2.4.6 Implications 
This review highlights several potentially important barriers to professional help 
seeking across all types of studies. They include high self-reliance, lack of perceived 
need for treatment, stigmatising attitudes towards suicide, stigma towards mental health 
problems, and stigma of seeking professional treatment, which warrant further 
quantitative studies especially in developing countries. The positive influence of 
suicidality and mental health issues on help-seeking behaviour but not on intentions 
suggests people with suicidal thoughts or behaviour may be passively engaged with 
health services, where stigmatising attitudes and unpleasant previous treatment 
experience could discourage subsequent help-seeking behaviour. Efforts to make mental 
health services more approachable, less coercive, and less stigmatising are strongly 
encouraged. In addition, the findings of the review also suggest that enabling factors 
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might be lacking among those without a history of suicidality or mental health issues. 
The complex influence of social support on professional help-seeking also requires 
further investigation, especially in relation to the gatekeeper effects of family and 
friends. It is also notable that most of the studies among people with suicidality and 
suicidal decedents failed to examine whether participants had disclosed their suicidality 
to professionals or not. Future studies are therefore recommended to better delineate the 
purposes of help seeking. 
This review indicates a lack of research on help seeking for suicidality in 
developing countries, especially in Asian region including mainland China. Suicide in 
Asia accounts for 40%-50% of the world’s suicides (Hendin et al., 2008). It remains one 
of the leading causes of death in China, which contributes to a significant economic 
burden (Phillips, Li, & Zhang, 2002). In the following Chapter, three suicide relevant 
scales were translated and validated into Mandarin Chinese to enable a comparison 
between Chinese and Australian university students on their help-seeking intentions for 
suicidal ideation (Chapter 4 and 5). This systematic review provides the direction of 
investigating the factors associated with professional help seeking. 
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CHAPTER 3 
Translation and validation of the Chinese versions of the Suicidal Ideation 
Attributes Scale, Stigma of Suicide Scale, and Literacy of Suicide Scale 
3.1 Introduction 
As noted in the systematic review of professional help seeking factors in Chapter 
2, no study has been conducted to identify the factors that influence professional help 
seeking for suicidality in mainland China. Suicide is an important public health issue 
among the Chinese population, and it is reported to be the fifth leading cause of death in 
this population (Phillips et al., 2002). As a country with a population of 1.3 billion 
people, China has been reported to have one of the highest suicide rates in the world 
(Phillips et al., 2002; Phillips, Liu, & Zhang, 1999), consequently contributing 
significantly to the global burden of suicide deaths. Although the overall suicide rate has 
decreased significantly during the past decade, probably due to the benefits of economic 
growth in China, suicide still ranks as the second most common cause of death among 
people aged from 20 to 34 years (Wang et al., 2014). In addition to the cultural taboo 
surrounding mental health issues and suicide (Fung, Tsang, Corrigan, Lam, & Cheng, 
2007; Yang & Kleinman, 2008), the lack of standardised and validated measures of 
suicide relevant constructs in the Chinese language has likely contributed to the limited 
amount of suicide research that has been conducted in China.  
Suicidal ideation is a common antecedent of more severe outcomes such as 
suicide attempts or completed suicide (Ganz, Braquehais, & Sher, 2010; Mann et al., 
2005). It is an important problem that requires reliable and efficient screening tools (Fu, 
Liu, & Yip, 2007). Currently, several scales assessing the levels of suicidal ideation 
have been validated in Chinese including the Adult Suicidal Ideation Questionnaire (Fu 
et al., 2007; Reynolds, 1991), and the Geriatric Suicide Ideation Scale (GSIS-C, Chou, 
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Jun, & Chi, 2005; Heisel & Flett, 2006). Although these scales provide extensive 
information on the severity of suicidal ideation, they are often not suitable for online or 
epidemiological surveys because they need to be administered by a clinically trained 
individual, or are not time-efficient for use in large epidemiological studies.  
The Suicidal Ideation Attributes Scale (SIDAS) is a five-item self-report scale that 
measures the severity of suicidal ideation (Van Spijker et al., 2014). It has demonstrated 
good internal consistency and construct validity (Van Spijker et al., 2014). This scale 
assesses the frequency and controllability of suicidal thoughts, closeness to attempt, the 
distress associated with these thoughts, and the impact of suicidal ideation on daily 
functioning over a one-month period.  
Attitudes towards suicidal people and knowledge of suicide prevention have been 
identified as important factors associated with seeking help for suicidal ideation (Calear 
et al., 2014; Yakunina et al., 2010). However, very few studies have empirically 
examined levels of attitudes and knowledge towards suicide in China, which may due to 
the lack of the relevant Chinese scales. The Stigma of Suicide Scale (short-form; SOSS-
SF, hereafter as SOSS) is a 16-item, self-administered scale developed for assessing the 
attitudes of general community members towards individuals who died by suicide 
(Batterham et al., 2013b). It has been administered to general population samples in 
Australia with high internal reliability, a robust factor structure (stigma, glorification 
and attribution to isolation factors), and convergent validity with specific dimensions of 
other commonly used attitude measures (Calear et al., 2014). The Literacy of Suicide 
Scale (short-form; LOSS-SF, hereafter as LOSS) is a 12-item scale that assesses four 
domains of suicidal knowledge: (i) signs and symptoms, (ii) causes or the nature of 
suicidal ideation and behaviors, (iii) risk factors, and (iv) treatment and prevention. The 
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LOSS has been used in several population-based studies, showing high internal 
reliability (Batterham et al., 2013b; Chan et al., 2014). Both scales are brief and 
previously validated for use in large epidemiological studies and online surveys.  
The aim of the current study is to validate the Chinese versions of the SIDAS, 
SOSS and LOSS, which have already been validated in Western countries, and are 
suitable for epidemiological research in a range of settings. Specifically, this chapter 
reports on 1) the content convergence between the English and Chinese versions of the 
three scales, 2) the psychometric properties (factor structure and internal consistency) of 
the Chinese versions of the SIDAS and the SOSS, and 3) the levels of SIDAS, SOSS 
and LOSS in a Chinese university student sample.  
3.2 Method 
3.2.1 Ethics statement 
This study received ethics approval from the Human Research Ethics Committee 
at the Australian National University (protocol number 2014/523, Appendix B), and 
approval to conduct the research was also obtained from the Research Center of Social 
Psychology at the Central China Normal University, and the School of Biomedical 
Engineering, Med-X Research Institute at the Shanghai Jiao Tong University (Appendix 
D). The conduct of all research was consistent with the ethical principles of the 
Declaration of Helsinki. 
3.2.2 Translation 
The English versions of the SIDAS, SOSS, and LOSS were translated into 
simplified Chinese, and back translated to English separately by Yiyun Shou and Yang 
Wu. The back-translated English version of the scales was then evaluated by Jin Han 
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and Philip J. Batterham to determine whether the translated items were equivalent in 
meaning to the English original. Items that had substantive differences between the 
original and the back-translated version were discussed and revised by Jin Han and 
Philip J. Batterham. The revised items were then re-translated into Chinese by Yiyun 
Shou or Yang Wu separately. The revision process continued until all translated items 
were equivalent in meaning to the English original.  
A sample of 57 Chinese participants who were currently living in Australia and 
self-identified as Chinese-English bilingual individuals, comprising current or previous 
students at the Australian National University, was recruited through snowball sampling 
to validate the translation of the English scales into Chinese. Participants completed a 
paper-based survey containing both the English and Chinese versions of the 
questionnaires. The order of the two language versions was randomised. A 30-minute 
self-controlled delay was required before participants started to fill in the other language 
version of the survey to minimise the influence of the first language tested. Selected 
participants were interviewed after the survey about the items of the scales they chose.  
3.2.3 Participants and procedure 
The translated scales were then validated in an independent sample of university 
students in mainland China. This sample was recruited through various methods 
including teachers’ invitation in class, and online forum advertising. Potential 
participants were provided with a link to an anonymous online survey developed using 
the Limesurvey platform.  The survey took approximately 30 minutes to complete. The 
questionnaire of the survey was presented as appendix in this thesis (Appendix E). In 
total, 208 participants completed the survey, and 158 participants partially completed 
the survey between September and November, 2014. Participants were included in the 
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present analyses if they completed the three measures of interest (SIDAS, SOSS, and 
LOSS) and were enrolled in university at the time of recruitment. These criteria resulted 
in 224 Chinese university students included in the present analysis. 
All participants were provided with information about the study aims before 
providing informed consent. A brief list of mental health resources was provided to all 
individuals at the consent stage. Participants who completed the survey were provided 
with a more extensive list of mental health resources, including school health care 
services, help lines, and crisis care services (Appendix I).  
3.2.4 Measures 
The Suicidal Ideation Attributes Scale (SIDAS, Van Spijker et al., 2014) is a five-
item scale assessing suicidal thoughts frequency (item 1), controllability (item 2), 
closeness to attempt (item 3), distress (item 4), and interference with daily activities 
(item 5) over the past month. Each item on the SIDAS is responded to on an 11-point 
scale (0-10). Respondents who endorse a frequency of zero (Never) on the first item of 
the scale skip the remaining items and are given a total score of zero. Total SIDAS 
scores are calculated as the sum of the five items, with controllability reverse scored 
(10=0, 9=1,..., 0=10. The total scale score ranges from 0 to 50. Higher scores are 
indicative of greater suicidal ideation severity. This scale has demonstrated strong 
internal reliability (Cronbach’s alpha = 0.91) and convergent validity with other 
measures of suicide and psychological distress in previous studies (Van Spijker et al., 
2014).  
The Stigma of Suicide Scale (short-form; SOSS-SF) is a 16-item scale describing 
a “typical” person who died by suicide (Batterham et al., 2013b). The SOSS-SF has 
been shown to have a three-factor structure, with the primary factor assessing stigma 
 60 
 
towards people who died by suicide (eight items), a second factor assessing the 
attribution of suicide to isolation or depression (four items), and a final factor that 
assesses the normalisation or glorification of suicide (four items). Each item comprises 
a one- or two-word descriptor of a person who died by suicide (e.g., brave, immoral, 
lonely), and is rated on a 5-point Likert scale ranging from (1) “strongly disagree” to (5) 
“strongly agree”. The subscales of the SOSS are obtained by calculating the mean 
response to all items associated with each subscale. This scale has shown strong internal 
consistency and an acceptable factor structure in a previous study, with Cronbach’s 
alphas of the three subscales all above 0.78, and all items loaded at least 0.67 on a single 
factor (Batterham et al., 2013b). 
The Literacy of Suicide Scale (short-form; LOSS-SF) is a 12-item scale that 
measures suicidal knowledge covering four domains: (i) signs and symptoms (3 items), 
(ii) causes or the nature of suicide (4 items), (iii) risk factors (2 items), and (iv) 
treatment and prevention (2 items). Each of the items on the LOSS is responded to on a 
3-point scale (“True”, “False”, or “I don’t know”), with correct responses allocated a 
score of 1 and incorrect or “I don’t know” responses assigned a score of 0. Total scale 
scores are calculated by summing item scores. The item “Men are more likely to 
commit suicide than women” was not included in the present study due to inconsistent 
reporting of sex-specific suicide rates in China (Li, Li, & Cao, 2012). This resulted in an 
11-item version of the LOSS being tested. This scale provides a total literacy score 
(percent correct) and can be broken down into the four literacy themes of risk factors, 
signs/symptoms, cause/nature, and treatment/prevention, for identification of strengths 
and weaknesses. As the LOSS assesses knowledge based on correctly answering a 
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series of true or false questions, classical psychometric testing was not applied to this 
scale.   
Depression and anxiety. The Patient Health Questionnaire-9 (PHQ-9, Spitzer, 
Kroenke, & Williams, 1999) is a 9-item scale assessing depressive symptoms in the past 
two weeks. Each item is scored from 0 to 3 points. Total scores range from 0 to 27, with 
higher scores indicating more severe depressive symptoms. The Generalised Anxiety 
Disorder-7 (GAD-7, Spitzer, Kroenke, Williams, & Lowe, 2006) is a 7-item scale used 
to assess the presence of generalised anxiety disorder. Each item is scored from 0 to 3 
points. Total scores range from 0 to 21, with higher scores indicating more severe 
symptoms of anxiety. The Chinese version of the PHQ-9 and the GAD-7 have 
demonstrated good psychometric properties (Qiu et al., 2014). The internal consistency 
of the PHQ-9 and the GAD-7 in the Chinese university sample (N = 224) was excellent, 
with Cronbach’s alphas of 0.83, and 0.90 respectively. 
The Alcohol Use Disorders Identification Test Consumption (AUDIT-C, Bohn, 
Babor, & Kranzler, 1995) is a 3-item scale assessing alcohol consumption. Each item on 
the AUDIT-C is scored from 0 to 4 points, resulting in a total score ranging from 0 to 12 
points. Respondents who report “never” on the first item of the scale skip the remaining 
items. In men, an AUDIT-C score of four or more is indicative of problematic drinking, 
whereas a score of three or more is considered problematic in women (Bradley et al., 
2003). In the current Chinese university sample (N = 224), 13.8% of the respondents 
met the criteria for problematic drinking. 
Demographic information was also collected from participants, including age, 
sex, relationship status, religion, and their current university major. 
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3.2.5 Analysis 
Content convergence. The convergence between the Chinese and the English 
items of the SIDAS was examined using two point Pearson correlations. The item rating 
differences between the Chinese and the English versions of the SIDAS was examined 
by paired sample t test. The convergence between the Chinese and the English items of 
the SOSS and the LOSS was examined by Spearman correlations, and the item rating 
differences were examined by paired sample sign test.  
Psychometric properties. The factor structures of the Chinese versions of the 
SIDAS and SOSS were assessed using exploratory factor analysis with principal axis 
factoring, and with orthogonal rotation for the multiple factors of the SOSS. The factor 
analyses were used to examine whether the same factor structure was found in the 
present sample compared with the original validation sample, and whether the same 
items loaded on the extracted factors. No factor structure analysis was conducted on the 
LOSS as the items are binary coded as either correct or incorrect. The internal 
consistency of the SIDAS and SOSS scales was evaluated using Cronbach’s alpha.  
Levels and correlates of ideation, stigma and literacy among Chinese students. 
Sample characteristics were tabulated. The differences in suicide literacy and attitudes 
across subgroups were assessed using independent samples t tests. All statistical 
analyses were conducted using SPSS version 23 (IBM Corp, Chicago IL).  
3.3 Results 
3.3.1 Content convergence 
The 57 bilingual sample’s age ranged from 19 to 45 years with a mean age of 25.3 
(SD = 4.5). Females accounted for 68.4% of the total sample. Six participants (10.5%) 
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reported suicidal ideation during the past month. Each item, and the total scale score of 
the Chinese and the English SIDAS showed a significant positive correlation (p < .01), 
and no significant difference between the means was found (see Table 3.1).  
Table 3.1. Pearson correlations and paired t test between the Chinese and the 
English versions of the Suicidal Ideation Attributes Scale item ratings and total 
score (N = 57) 
Note. EN, English, CN, Chinese, M, Mean, SD, Standard Deviation, R, Reversed item. **, p < 
.01, a, t cannot be computed because the standard error of the difference is 0. 
 
Table 3.2 presents correlations between the Chinese and the English versions of 
the SOSS items, which generally showed significant and large correlations (p < .01). 
However, the means of two items (i.e. “dedicated” and “pathetic”) were significantly 
different (p < .01) between the two language versions. In the follow-up interviews, 
participants indicated that they felt there was a slightly difference in the emotional 
Item r EN M (SD) CN M (SD) t p 
1. In the past month, how often have you 
had thoughts about suicide? 
1.00** 0.30 (1.28) 0.30 (1.28) /a / 
2. In the past month, how much control 
have you had over these thoughts? (R) 
.87** 0.23 (1.13) 0.21 (1.13) 1.00 .332 
3. In the past month, how close have you 
come to making a suicide attempt? 
1.00** 0.32 (1.36) 0.33 (1.38) -1.00 .332 
4. In the past month, to what extent have 
you felt tormented by thoughts about 
suicide? 
1.00** 0.23 (0.91) 0.26 (0.95) -1.43 .159 
5. In the past month, how much have 
thoughts about suicide interfered with 
your ability to carry out daily activities, 
such as work, household tasks or social 
activities?  
1.00** 0.23 (1.09) 0.23 (1.09) /a / 
Total score 1.00** 1.30 (5.05) 1.33 (5.08) -1.00 .332 
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intensity between the translated Chinese items and the original English ones. However, 
as the scores obtained in the two versions remained in the same direction, these two 
items were retained in the scale at this stage.  
Table 3.2. Spearman correlations and sign test between the Chinese and the 
English versions of the Stigma of Suicide Scale item ratings (N = 57) 
Item rho EN M (SD) CN M (SD) p 
Vengeful (S) 0.569** 2.13 (1.05) 2.23 (1.09) .405 
Cowardly (S) 0.827** 3.37 (1.03) 3.42 (0.96) .804 
Pathetic (S) 0.619** 2.49 (0.93) 2.19 (0.90) < .001 
Shallow (S) 0.525** 3.72 (0.73) 3.53 (0.83) .503 
An embarrassment (S) 0.469** 2.91 (0.95) 2.67 (0.97) .286 
Immoral (S) 0.766** 2.72 (0.94) 2.74 (1.01) 1.000 
Irresponsible (S) 0.596** 3.95 (0.93) 4.04 (0.96) 1.000 
Stupid (S) 0.389** 3.81 (0.74) 3.84 (0.73) .839 
Noble (G/N) 0.803** 3.90 (0.75) 4.00 (0.68) .727 
Strong (G/N) 0.584** 4.05 (0.64) 4.14 (0.67) 1.000 
Brave (G/N) 0.841** 2.25 (0.99) 2.12 (0.96) .549 
Dedicated (G/N) 0.681** 3.33 (1.01) 3.79 (0.86) .004 
Isolated (I/D) 0.923** 2.88 (0.93) 2.75 (1.07) .687 
Lonely (I/D) 0.823** 2.25 (1.07) 2.26 (1.11) .146 
Lost (I/D) 0.690** 3.12 (1.02) 3.16 (1.10) .344 
Disconnected (I/D) 0.725** 2.86 (0.90) 2.81 (1.04) .092 
Note. EN, English, CN, Chinese, M, Mean, SD, Standard Deviation, S, Stigma, G/N, 
Glorification/Normalization, I/D, Isolation/Depression. **, p < .01. 
 
In addition, the subscales (Stigma, Glorification/Normalisation, and 
Isolation/Depression) showed significant correlations between the two language 
versions, and no significant difference was found between the means (see Table 3.3).  
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Table 3.3. Pearson correlations and paired samples t test between the themes of the 
Chinese and English versions of the Stigma of Suicide Scale item ratings (N = 57) 
Theme r EN M (SD) CN M (SD) t p 
Stigma (8) 0.63** 3.14 (0.48) 3.17 (0.58)  -0.48 .631 
Glorification/Normalization (4) 0.86** 2.28 (0.73) 2.20 (0.83)  1.40 .169 
Isolation/Depression (4) 0.85** 3.87 (0.56) 3.86 (0.54)  0.20 .840 
Note. EN, English, CN, Chinese, M, Mean, SD, Standard Deviation, **, p < .01. 
 
Significant correlations were also found between the items of the Chinese and the 
English LOSS (p < .01). No significant differences between the means were found as 
showed in Table 3.4 and Table 3.5.  
Table 3.4. Spearman correlations and sign test between the Chinese and the 
English versions of the Literacy of Suicide Scale item ratings (N = 57) 
Item Domain rho 
EN 
M (SD) 
CN 
M (SD) 
p 
A suicidal person will always be 
suicidal and entertain thoughts 
of suicide. (F) 
Cause/ 
Nature 
.63** 2.09(0.79) 1.97(0.76) .344 
Very few people have thoughts 
about suicide. (F) 
Cause/ 
Nature 
.70** 1.98(0.72) 2.11(0.70) .289 
If assessed by a psychiatrist, 
everyone who kills themselves 
would be diagnosed as 
depressed. (F) 
Cause/ 
Nature 
.64** 2.40(0.68) 2.33(0.69) .774 
Talking about suicide always 
increases the risk of suicide. (F) 
Cause/ 
Nature 
.65** 2.14(0.61) 2.11(0.62) 1.000 
People who talk about suicide 
rarely kill themselves. (F) 
Sign .59** 2.23(0.80) 2.36(0.84) .092 
People who want to attempt 
suicide can change their mind 
quickly. (T) 
Sign .54** 2.23(0.82) 2.21(0.77) 1.000 
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Item Domain rho 
EN 
M (SD) 
CN 
M (SD) 
p 
Not all people who attempt 
suicide plan their attempt in 
advance. (T) 
Sign .55** 1.72(0.92) 1.81(0.93) .581 
Most people who suicide are 
psychotic. (F) 
Risk factor .54** 2.21(0.75) 2.07(0.78) .302 
There is a strong relationship 
between alcoholism and suicide. 
(T) 
Risk factor .75** 2.28(0.84) 2.19(0.85) .754 
People who have thoughts about 
suicide should not tell others 
about it. (F) 
Treatment/
prevention 
.55** 2.21(0.65) 2.25(0.61) 1.000 
Seeing a psychiatrist or 
psychologist can help prevent 
someone from suicide. (T) 
Treatment/
prevention 
.85** 1.46(0.85) 1.35(0.77) .250 
Note. EN, English, CN, Chinese, M, Mean, SD, Standard Deviation, T, True, F, False.  
**, Correlation is significant at the  .01 level (2-tailed). 
 
Table 3.5 Spearman correlations and sign test between the themes of the Chinese 
and the English versions of the Literacy of Suicide Scale item ratings (N = 57) 
Theme (Number of items) rho EN M (SD) CN M (SD) p 
Sign (3) 0.635** 6.17 (1.74) 6.34 (1.96) .845 
Risk factor (2) 0.670** 4.49 (1.30) 4.26 (1.33) .263 
Cause/Nature (4) 0.797** 8.61 (1.79) 8.52 (1.95) .383 
Treatment/prevention (2) 0.751** 3.67 (1.29) 3.60 (1.19) .388 
Total (11) 0.874** 5.00 (2.46) 4.98 (2.47) .710 
Note. EN, English, CN, Chinese, M, Mean, SD, Standard Deviation, **, p < .01. 
 67 
 
3.3.2 Psychometric properties 
Psychometric properties were examined using the sample of 224 Chinese 
university students. The mean age of this sample was 19.6 years (SD = 1.3), ranging 
from 18 to 28 years. Females accounted for 81.3% of the total sample. All items of the 
Chinese SIDAS loaded strongly on a single factor, with sufficient factor loadings > 0.5 
(see Table 3.6). The Kaiser-Meyer-Olkin measure of sampling adequacy was 0.84, and 
Bartlett’s test of sphericity was significant [χ2 (10) =595.14, p < .001]. The single factor 
had an eigenvalue of 3.0 and accounted for 59.6% of the total variance. A Cronbach’s 
alpha for the SIDAS of 0.84 was obtained in the current sample, indicating high internal 
consistency.  
 
Table 3.6. Factor loadings for the items from the Chinese version of the Suicidal 
Ideation Attributes Scale (N = 224)  
Item Factor loadings 
1. In the past month, how often have you had thoughts about suicide?  0.839 
2. In the past month, how much control have you had over these thoughts? 
(R) 
0.740 
3. In the past month, how close have you come to making a suicide 
attempt? 
0.772 
4. In the past month, to what extent have you felt tormented by thoughts 
about suicide? 
0.917 
5. In the past month, how much have thoughts about suicide interfered with 
your ability to carry out daily activities, such as work, household tasks or 
social activities? 
0.539 
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The factor analysis of the Chinese SOSS items administrated to the Chinese 
student sample (N=224) revealed a three-factor solution based on the point of inflexion 
in the scree plot. Four items (irresponsible, disconnected, pathetic, and cowardly) were 
eliminated from the analysis, as all of their factor loadings were below 0.5, and they 
also had cross-loadings above 0.2 (all cross-loadings were between the stigma and 
isolation factors, see Appendix G).  
This elimination resulted in a refined Chinese SOSS of twelve items. The factor 
analysis was conducted again with the exclusion of the poorly-fitting items, as shown in 
Table 3.7. Three of the scale items (“lonely”, “lost”, and “isolated”) loaded on the 
isolation/depression factor, four items (“strong”, “noble”, “dedicated”, and “brave”) 
loaded on the glorification/normalisation factor, and five items (“immoral”, “an 
embarrassment”, “vengeful”, “shallow”, and “stupid”) were associated with the stigma 
factor. The item “stupid” had a loading of 0.497, but was retained as it did not strongly 
cross-load. Glorification, isolation, and stigma accounted for 17.4%, 17.1%, and 14.8% 
of the total variance respectively (49.3% total). The Kaiser-Meyer-Olkin measure of 
sampling adequacy was 0.75 and Bartlett’s test of sphericity was significant [χ2 (66) 
=910.11, p < .001]. Cronbach alphas for the final subscales showed acceptable internal 
consistency: 0.77 for Glorification, 0.85 for Isolation, and 0.72 for Stigma. 
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Table 3.7. Factor loadings for the items from the Chinese version of the Stigma of 
Suicide Scale (N = 224) 
 
 
 
 
 
 
 
 
 
 
 
3.3.3 Levels and correlates of suicidal ideation, suicide stigma and literacy among 
Chinese university students 
The severity of suicidal ideation among the 224 Chinese university students was 
also assessed. There were 16 (7.1%) students reporting suicidal ideation within the past 
month. The mean SIDAS total score for the sample was 0.55 (SD = 2.52). The 
distribution of the SIDAS score was highly positively skewed, with 92.9% of 
participants reporting ideation scores of 0, only 4.9% scoring between 1 and 10, and 
2.2% scoring between 11 and 20. Mean SIDAS item scores were 0.13 (SD = 0.54) for 
frequency, 0.17 (SD = 1.01) for controllability (reverse scored), 0.06 (SD = 0.44) for 
closeness to attempt, 0.11 (SD = 0.60) for distress, and 0.08 (SD = 0.49) for interference 
with daily activities.  
 Factor loadings 
Item Glorification Isolation Stigma 
Strong   0.758 -0.226  0.027 
Noble   0.744 -0.110  0.008 
Dedicated   0.632 -0.038  0.100 
Brave   0.593  0.029 -0.042 
Lonely  -0.093  0.894  0.162 
Lost  -0.106  0.735  0.143 
Isolated  -0.091  0.719  0.263 
Immoral   0.067  0.202  0.649 
An embarrassment   0.200  0.208  0.579 
Vengeful   0.187  0.027  0.570 
Shallow  -0.162  0.081  0.567 
Stupid  -0.284  0.192  0.497 
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Attitudes towards suicidal individuals were assessed among the Chinese 
university students using the SOSS scale (see Table 3.8). The isolation subscale 
received the highest average score with a mean of 3.89 (SD = 0.81), while stigma had a 
mean of 3.00 (SD = 0.75), and glorification had a mean score of 2.10 (SD = 0.83). 
Students reporting suicidal thoughts or depression tended to have higher glorification of 
suicide scores. Single people tended to attribute suicide to isolation more than 
participants who reported being in a close relationship. Literacy of suicide, as measured 
by the LOSS, had an average total score of 5.83 (SD = 2.30), which equates to 53.0% of 
the items being answered correctly. A shown in Table 3.8, participants reporting 
depression or generalised anxiety tended to have lower levels of suicide literacy, while 
those from psychology and related disciplines tended to have higher literacy levels. 
Single people without a partner tended to have higher levels of literacy compared to 
those in a close relationship. 
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Table 3.8. Descriptive statistics for the Chinese university sample and the 
relationship with LOSS and SOSS scores (N = 224) 
 N (%) 
LOSS-
Literacy 
M (SD) 
SOSS-
Stigma 
M (SD) 
SOSS-
Isolation 
M (SD) 
SOSS-
Glorification 
M (SD) 
Complete sample 224 (100.0) 5.83 (2.30) 3.00 (0.75) 3.89 (0.81) 2.10 (0.83) 
Suicidal ideation 
past month 
     
       Yes 16 (7.1) 6.13 (1.82) 2.68 (0.81) 4.15 (0.87) 2.55 (0.88)* 
       No 208 (92.9) 5.81 (2.33) 3.03 (0.74) 3.87 (0.81) 2.07 (0.82) 
PHQ-9 depression      
       Yes 60 (26.8) 5.23 (2.21)* 3.11 (0.81) 3.90 (0.92) 2.40 (0.95)** 
       No 164 (73.2) 6.05 (2.30) 2.96 (0.72) 3.88 (0.77) 2.00 (0.76) 
GAD-7 generalised 
anxiety 
     
       Yes 37 (16.5) 5.03 (2.02)* 3.08 (0.89) 4.05 (0.76) 2.27 (1.03) 
       No 187 (83.5) 5.99 (2.32) 3.00 (0.71) 3.86 (0.82) 2.07 (0.79) 
AUDIT-C alcohol 
abuse 
     
       Yes 31 (13.8) 6.06 (2.08) 3.00 (0.68) 3.85 (0.74) 2.33 (0.86) 
       No 193 (86.2) 5.79 (2.34) 3.01 (0.76) 3.89 (0.82) 2.07 (0.82) 
Sex      
        Male 41 (18.3) 5.39 (2.42) 3.06 (0.74) 3.87 (0.79) 2.25 (0.82) 
        Female 182 (81.3) 5.94 (2.27) 2.99 (0.75) 3.90 (0.82) 2.07 (0.84) 
Relationship status      
In a relationship  60 (26.8) 5.23 (2.61)* 3.10 (0.77) 3.69 (0.84)* 2.24 (0.84) 
Not in a relationship 163 (72.8) 6.06 (2.15) 2.98 (0.74) 3.96 (0.79) 2.05 (0.82) 
Religion      
        Atheism/none 159 (71.0) 5.75 (2.29) 3.03 (0.71) 3.88 (0.80) 2.08 (0.82) 
        Any religion  59 (26.3) 6.04 (2.35) 2.96 (0.86) 3.91 (0.87) 2.11 (0.88) 
Major      
Psychology   
or relative disciplines  
37 (16.5) 6.59 (2.09)* 3.06 (0.58) 3.97 (0.56) 1.97 (0.74) 
        Other majors 187 (83.5) 5.68 (2.31) 2.99 (0.77) 3.87 (0.85) 2.13 (0.85) 
Note. M, Mean, SD, Standard Deviation, *, p < .05,  **, p < .01. 
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3.4 Discussion 
The aim of the current study was to validate the Chinese versions of the SIDAS, 
the SOSS, and the LOSS, report on their outcomes, and present the psychometric 
properties of the SIDAS and the SOSS in a Chinese university student sample. These 
three self-administered scales are brief, and thus time-efficient for online studies and 
comprehensive epidemiological surveys. High correlations were observed between the 
Chinese and the English versions of the scales, indicating the translations were 
appropriate. The SIDAS and refined SOSS showed robust factor structures and good 
internal consistency.  
The prevalence of suicidal ideation in the current study was 7.1%, which is 
slightly lower than the estimated prevalence (10.7%, with 95% CI from 8.4% to 13.3%) 
of suicidal ideation among Chinese university students that was reported in a recent 
meta-analysis (Kwon et al., 2014). This difference in prevalence may reflect student 
concern over privacy, as a large proportion of the current sample was recruited through 
in-class invitation, or it may be due to differences in the scales or samples used. Further 
research, utilising a range of Chinese student samples, would help to further refine the 
estimate of prevalence of suicidal ideation in this population.  
Four of the original 16 items of the SOSS (irresponsible, disconnected, pathetic, 
and cowardly) were excluded from the final scales, as they did not load on the expected 
factors and cross loaded on both stigma and isolation. This may be because Chinese 
social norms place emphasis on interpersonal relationships especially among relatives. 
Ideas such as the body existing because of one’s parents may drive Chinese people to 
view death as non-filial piety towards parents (Tzeng & Lipson, 2004). The terms 
“irresponsible”, “disconnected”, “pathetic”, and “cowardly” in this Chinese sample may 
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have been interpreted to pertain to the individual’s role in the family rather than specific 
character traits. Therefore, people who take their lives may be considered as both 
isolated from their family and stigmatized at the same time. Further research using the 
full 58-item SOSS scale to explore the factor structure among the Chinese population 
may shed further light on this issue. Nevertheless, the 12-item version of the SOSS 
showed a robust factor structure. The current study also demonstrated that the Chinese 
university students reporting suicidal ideation or depression tended to glorify and 
normalize suicide, which suggests that training and education of suicide in Chinese 
universities may not be sufficient, failing to reach vulnerable students (Chen, Wu, 
Yousuf, & Yip, 2012).   
There are some limitations of the current study. Firstly, test–retest reliability and 
sensitivity to change could not be determined due to the cross-sectional nature of the 
current study. Future research could help to establish these indicators. Secondly, the 
bilingual sample used in this study was composed of the Chinese participants currently 
living in Australia. Their English proficiency may have varied, affecting their 
understanding of the translated scales. However, the selection of well-educated 
participants and the size of the bilingual sample used to translate the scales may have 
minimised language effects. Females and young people were disproportionately 
represented in both the bilingual and university samples. This may be due to the 
research being mainly conducted among psychology students (for the bilingual sample) 
and due to the higher representation of females and young people among university 
students. Additionally, the current sample consisted of relatively healthy Chinese 
university students in the developed regions in China. These characteristics may have 
affected the representativeness of the findings. Further studies among Chinese 
 74 
 
communities with a wider age and socioeconomic range are recommended to provide 
further evidence for the use of these scales in the community. In addition, qualitative 
differences in the nature of stigma, literacy and suicidal ideation were not explored in 
the current study. Differences between Western and Chinese response patterns on these 
scales may inform further research on the underlying nature of suicide knowledge and 
attitudes. 
Despite these limitations, this study has several strengths. The validated scales 
(SIDAS, SOSS, and LOSS) fill an important gap in evaluating suicide outcomes in 
Chinese-speaking societies. These scales provide a convenient and time-efficient tool 
for early screening of people at risk of suicide, along with levels of knowledge and 
attitudes towards suicide, specifically for online use and comprehensive epidemiological 
studies. In addition, the translated versions of these scales allow for more accurate study 
of suicidal ideation, knowledge and attitudes in China and comparison of these features 
across different cultural groups. In the following chapters, these validated scales will be 
used to compare professional help seeking for suicidal ideation among Chinese and 
Australian university students.
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CHAPTER 4 
Factors influencing professional help seeking for suicidal ideation among Chinese 
and Australian university students 
4.1 Introduction 
As stated in Chapter 3, suicide is an important public health issue for people living 
in China and is also the second leading cause of death for the university-aged people in 
this population (Wang et al., 2014). Recent meta-analyses suggest that 10.7% of 
Chinese university students have suicide ideation (Li et al., 2014), and 2.7% have life 
time suicide attempts (Yang et al., 2015). 
Although mental health support is available from clinically trained psychiatrists 
and psychiatric nurses, psychologists, and certified psychological counsellors in China 
(Liu et al., 2011), it is not clear whether Chinese university students would seek help 
from these professionals if they had suicidal ideation. A previous study among 1139 
Chinese university students suggest that nearly half of them preferred to solve issues by 
themselves when they experienced anxiety, depression, sleep problems or trauma. 
Alarmingly, less than 6% of the surveyed students chose professional mental health 
workers as their first choice to seek help for mental health issues (Qin & Ma, 2014). 
Considering the high prevalence of suicidal ideation among Chinese university students 
and the associated tragic and traumatic results, it is important to examine if Chinese 
university students would seek help from mental health professionals if they 
experienced suicidal ideation. 
Suicide is also an important issue among Australian university students. Suicide 
remains the leading cause of death among university-aged Australians, accounting for 
nearly 30% of total deaths (Australian Bureau of Statistics, 2016). Around 1.7% of 
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university-aged Australians reported suicidal ideation over a twelve-month period, and 
0.5% reported one or more suicide attempts over the same time period (Johnston et al., 
2009). However, less than half of young Australians with suicidal behaviour reported 
accessing a mental health service in the previous year (Schweitzer et al., 1995). 
Although much effort has been put into suicide prevention among young adults over the 
last two decades, mental health treatment rates among the Australian population remains 
largely unchanged (Chamberlain et al., 2012). In addition, the suicide rate of Australians 
in 2015 (12.6 per 100,000 people) has reached the highest point since 2001, and the 
suicide rate for young Australian aged 15 to 24 years old is at its highest rate in 10 years 
(Australian Bureau of Statistics, 2016), indicating the need to revisit the suicide 
prevention strategy for young Australians. 
The presence of suicidal ideation accompanied by low intent to seek professional 
help is omnipresent among both Chinese and Australian university students. Suicidal 
ideation is closely related to progression to more severe suicidal behaviour later in life 
(Reinherz, Tanner, Berger, Beardslee, & Fitzmaurice, 2006). Considering nearly 60% of 
suicide victims died on their first suicide attempt (Christensen, Cuijpers, & Reynolds, 
2016; Isometsa & Lonnqvist, 1998), suicidal ideation might be a more suitable target of 
early suicide prevention. Young people may also be more familiar with suicidal ideation 
than suicide attempt, as around 32% of university students have lifetime suicidal 
ideation (Chan et al., 2008), while only 8% of undergraduates and 5% of graduate 
students have lifetime suicidal attempts (Drum et al., 2009).  
4.1.1 Factors influencing professional help seeking for suicidal ideation 
As indicated by the systematic review in Chapter 2, limited evidence is available 
on the factors influencing help seeking for suicidality in developing countries including 
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mainland China. Although several demographic factors including being male (Chang et 
al., 2012; Law et al., 2010, 2015) or employed (Law et al., 2010) have been found to be 
associated with less health service use among suicide decedents in Hong Kong and 
Taiwan, these findings may not reflect the degree of willingness to use services, and 
may not reflect the mainland Chinese population of young adults. In addition, these 
demographic factors are also not readily amenable to suicide prevention interventions. 
On the contrary, previous robust studies on professional help seeking for 
suicidality have been conducted among young adults in Western countries such as 
Australia, and have highlighted several potential important psychosocial factors such as 
knowledge and attitudes of suicide and mental health issues, social support and self-
reliance (see Chapter 2 for details). Below provides a brief review in terms of the 
findings in Western cultures and the corresponding evidence in the Chinese population.  
Suicide literacy, referring to people’s knowledge of the symptoms, causes and 
treatment of suicide, has been found to be associated with attitudes towards receiving 
help from mental health professionals (Calear et al., 2014). No similar study has been 
conducted in mainland China on the relationship between suicide literacy and attitudes 
towards mental health professionals, probably due to the lack of validated suicide 
literacy scales in Chinese (Han et al., 2016). However, a qualitative study among 
Chinese migrants in Australia indicated that low mental health literacy and existence of 
stigma and privacy concerns were associated with limited access to mental health 
services (Blignault, Ponzio, Rong, & Eisenbruch, 2008). In addition, using unvalidated 
suicide literacy questions, a study among 1664 Chinese university students showed that 
an average of 54.5% factual questions were answered correctively (Xu, Ma, Xiao, & Li, 
2007). A relatively low suicide literacy was also found among 379 Chinese primary 
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health workers, with only 20%  correctly answered  the 60% of the total questions 
(Chen et al., 2010). These findings suggest that low levels of suicide-relevant 
knowledge might be common in China, which may in return influence help-seeking 
attitudes and behaviour. 
Another potentially important barrier to help seeking is stigma. Stigma has been a 
frequently-used construct in social science research over the past two decades, and has 
been differentially defined in studies. It has included the components of labeling, 
stereotyping, separation, status loss and discrimination (Link & Phelan, 2001), and 
could has been further differentiated into self-stigma and social stigma, which refers the 
negative belief about either oneself or a group (Corrigan & Watson, 2002). Evidence 
suggests that individuals with suicidal ideation or behaviour may experience both high 
self-stigma (Rimkeviciene, Hawgood, O'Gorman, & De Leo, 2015) and high social 
stigma (Cvinar, 2005). Stigma surrounding suicidal individuals and survivors of suicide 
has not improved over the past several decades, even though stigma toward other mental 
illnesses has been somewhat attenuated (Sudak, Maxim, & Carpenter, 2008). Higher 
levels of stigma towards individuals died of suicide have been found to be associated 
with low professional help-seeking intentions for suicidal ideation in an Australian 
community sample (Calear et al., 2014). However, this finding was not replicated 
among Australian medical students (Chan et al., 2014) or American university students 
(Yakunina et al., 2010) , and  no similar study has been conducted in mainland China, 
suggesting further investigation is needed to identify the relationship between suicide 
stigma and help seeking among university students than the general population.  
Family and friends are often preferred over mental health professionals as a 
source of help among young people (Gulliver, Griffiths, & Christensen, 2010), although 
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people from Asian backgrounds may avoid using their social network due to concerns 
of losing face and a desire to maintain group harmony (Taylor et al., 2004). The 
tendency of seeking help from family and friends is associated with the availability of 
one’s informal network, connoted as social support (Sheffield, Fiorenza, & Sofronoff, 
2004). Robust evidence has shown that social support is associated with better physical 
health (Lepore, Allen, & Evans, 1993; Patterson et al., 1996; Welin, Larsson, 
Svardsudd, Tibblin, & Tibblin, 1992) and mental health outcomes (Bovier, Chamot, & 
Perneger, 2004; Mcdowell & Serovich, 2007; Meehan, Durlak, & Bryant, 1993). 
Interestingly, people with better social support are also more likely to seek help from 
professionals (De Leo et al., 2005; Tieu & Konnert, 2014). This may be related to these 
peoples’ better coping strategies (Thoits, 1995), or simply through increased referral to 
professionals by family and friends (Wong et al., 2014). However, evidence also 
suggests people who rely too much on their informal network may refuse to seek 
professional help (Downs & Eisenberg, 2012). The inconsistent findings regarding the 
influence of social support on professional help seeking suggests further investigation in 
diverse cultural settings is needed.  
Another potentially important barrier to professional help seeking specifically 
among young people is self-reliance. Self-reliance here refers to the general preference 
to solve problems on one’s own. A previous study suggests that young people with 
extremely high self-reliance are more likely to develop mental health issues such as 
depression and suicide ideation (Labouliere et al., 2015). Perceived need for self-
reliance is associated with a lower tendency to seek help for suicidality among Western 
young adults (Curtis, 2010; Czyz et al., 2013; Freedenthal & Stiffman, 2007; Wilson, 
Rickwood, et al., 2011). It is, however, not clear whether such a relationship also exists 
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among Chinese young people, as self-reliance seems to be inconsistent with China’s 
collectivistic culture that emphasizes conformity and interdependence. It is worthwhile 
to test the influence of self-reliance among Chinese university students as university age 
is a time period of developing self-focus (Jensen, 2004). Evidence also suggests that 
there is an orientation toward the self among Chinese university students, which may 
reflect a shift toward a more competitive and market-oriented society (Nelson, Badger, 
& Wu, 2004). The influence of Western culture, which can be accessed through the 
media by Chinese young people may boost their self-reliance (Wu, Shi, & Yan, 2013) 
that in turn may influence their help-seeking perceptions.  
A related construct to self-reliance is mastery, which can be viewed as an 
approach to coping mode. While self-reliance focuses on independence and self-
support, mastery refers to a sense of control, and being able to manage or cope with a 
stressor or difficult situation. In some studies, mastery is conceptually interchangeable 
with other constructs such as “self-efficacy,” “locus of control,” “sense of control,” and 
“empowerment” (Roepke & Grant, 2011). It is associated with both physical and mental 
health outcomes (Dalgard, Mykletun, Rognerud, Johansen, & Zahl, 2007; Pudrovska, 
Schieman, Pearlin, & Nguyen, 2005), and has been identified as an important factor in 
social cognitive theories to predict behaviour changes (Bandura, 2004). Although no 
studies have been conducted on the relationship between mastery and help seeking for 
suicidality, higher mastery is associated with more help-seeking behaviour in education 
(Karabenick, 2003).  
4.1.2 Study aims 
This study has two research aims. The first is to measure and compare Chinese 
and Australian university students’ beliefs, attitudes, and intentions regarding 
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professional help seeking for suicidal ideation. Both countries’ university students were 
asked if they thought it would be helpful to see mental health professionals if they 
experienced suicidal ideation (help-seeking beliefs), their attitudes towards seeking 
psychological help (help-seeking attitudes), and how likely they would seek mental 
health professionals’ help if they had suicial ideation (help-seeking intentions). These 
elements align with the framework of the Theory of Planned Behvour (Ajzen, 1991), 
positing that positive beliefs, attitudes, and intentions towards a certain behaviour 
predict the occurrence of actual behaviour (see section 1.3.1 for details). These findings 
will provide the first evidence of Chinese university students’ perceptions towards 
mental health professionals in a comparison with their Western counterparts, Australian 
univeristy students.  
Secondly, this study aims to identify factors associated with professional help 
seeking among Chinese and Australian university students, which could be the targets 
of suicide prevention interventions on campus. In addition to the psychosocial factors 
being reviewed in section 4.1.1, this study also includes several demographic factors 
including age, sex, religious beliefs, relationship status, and major of study. A number 
of mental health variables including depression, anxiety, and alcohol abuse, which may 
be associated with help-seeking outcomes among university students are also included. 
Specifically, the presence of suicidal ideation is a well-acknowledged barrier to help-
seeking intentions (Yakunina et al., 2010), which refers to a phenomenon termed “help-
negation”, in which individuals become more reluctant to seek help as their symptoms 
worsen (Deane et al., 2001; Rudd, Joiner, & Rajab, 1995). These findings could 
together help improve health services in each country’s  tertiary education systems. 
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4.2 Method 
4.2.1 Ethics statement 
The study received ethics approval from the Human Research Ethics Committee 
at the Australian National University (protocol number 2014/380 and 2014/523) 
(Appendix B and C), and approval to conduct the research from the Research Centre of 
Social Psychology at Central China Normal University, and School of Biomedical 
Engineering, Med-X Research Institute at Shanghai Jiao Tong University (Appendix D). 
The conduct of all research was consistent with the ethical principles of the Declaration 
of Helsinki. 
4.2.2 Participants and procedure 
Participants from both China and Australia were assessed using online coss-
sectional surveys on the Limesurvey platform. All participants were provided with 
information about the study aims before commencing an informed consent process. A 
brief list of mental health service contacts was provided to individuals at the consent 
stage. Participants who completed the survey were again provided with a list of mental 
health resources, including school health care services, helplines, and crisis care 
services.  
Chinese university students were recruited through teachers’ invitations in class 
and from university online forums advertising the study during October to November, 
2014. In total, 208 participants fully completed the survey, and an additional 158 
partially completed the survey. Participants were included in the present analysis if they 
were aged between 18 and 30, currently enrolled in the above-mentioned universities, 
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and fully completed the survey. This resulted in 208 Chinese university students [82.2% 
female, mean age 19.57 years (SD = 1.12)] being included in the present analyses.    
Australian university students were recruited through online advertising on the 
social network site Facebook. Advertisements were promoted in two stages. In the first 
stage, advertisements were targeted to university students aged 18 to 25 years and 
studying in Canberra or New South Wales during September to October, 2014. From 
754 clicks on the advertisement, 172 participants fully completed the survey and 249 
partially completed the survey. At the second stage, advertisements were targeted to 
individuals aged 18 years and above who currently lived in Canberra. From 859 clicks 
on the advertisement, 438 participants fully completed the survey and 235 partially 
completed the survey. Only Australian or European-origin Australian university 
students aged between 18 and 30 years, currently enrolled in a university in Canberra or 
New South Wales who fully completed the survey were included to minimise cultural 
heterogeneity. This resulted in 128 Australian university students [85.9% female, mean 
age 21.77 years (SD = 2.96)] being included in the present analyses. 
4.2.3 Translation 
Scales and questions used in this survey were translated into simplified Chinese, 
and back translated to English separately by two Chinese-English bilingual experts in 
psychology. The translation process has been reported in Chapter 3. 
4.2.4 Measures 
The original survey in English and Chinese can be found in Appendix E and F. 
Demographic information including age, sex, major, nationality, language spoken 
at home, relationship status, and religion were collected. Nationality and language 
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spoken at home were used to identify Chinese-origin participants in China and 
Australian or European-origin participants in Australia to minimise cultural 
heterogeneity.   
Professional help-seeking beliefs, attitudes, and intentions. Professional help-
seeking intentions items were measured by the General Help-Seeking Questionnaire 
(GHSQ, Wilson, Deane, Ciarrochi, et al., 2005) , and the scale was adapted to measure 
professional help-seeking beliefs. The beliefs (perceived helpfulness) and intentions to 
seek help from a range of informal and formal sources in response to hypothetical 
thoughts of suicide were assessed. The sources assessed included intimate partner, 
parents/family, friends, psychologists and other mental health workers, psychiatrists, 
general practitioner (GP), phone helpline, and internet-based services such as 
informational websites, online self-help programs and social media. Items were 
responded to on a four-point Likert scale from (1) “Highly unhelpful” to (4) “Highly 
helpful” for help-seeking beliefs, and from (1) “Highly unlikely” to (4) “Highly likely” 
for help-seeking intentions. 
The GHSQ has been widely used in measuring individual’s beliefs and intentions 
for help seeking among students (Ciarrochi & Deane, 2001; Wilson & Deane, 2010) and 
the general population (Calear et al., 2014). The items can be analysed individually by 
presenting the percentage likelihood to seek help from a certain source (Wilson & 
Deane, 2010) or collectively using an average help-seeking score (Chan et al., 2014), 
depending on the research purpose. In the current study, GP was excluded from analysis 
as there is no comparable health system position between China and Australia. As this 
study is focused on perceptions towards mental health professionals on seeking help for 
suicidal ideation, scores on professional help-seeking beliefs and intentions were 
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assessed by averaging the ratings for psychiatrists, psychologists, and other mental 
health workers ranging from one to four. Seeking help from other sources were treated 
separately and dichotomised into “help-seeker” (2, 3) and “non help-seeker” (0, 1) to 
enable comparison between professional and informal help seeking sources. This 
Chapter will focus on the findings of professional sources. 
Professional help-seeking attitudes were measured by an updated version of the 
10-item Attitudes Towards Seeking Professional Psychological Help Scale (ATSPPHS-
SF, Calear et al., 2014), which has an improved Flesch-Kincaid reading level and 
Cronbach’s alpha value of 0.84 compared to the original scale developed by Fischer and 
Farina (1995). The rewritten items include: “Talking with a professional about my 
personal or emotional problems is not the best way to resolve them”, “If I was having 
personal or emotional problems, the first thing I would do is seek professional help”, “If 
I was having personal or emotional problems, I am sure that seeing a professional would 
be helpful”, and “I would admire a person who dealt with their problems without getting 
professional help” (Calear et al., 2014). Each item is rated on a four-point Likert scale 
from (0) “Disagree” to (3) “Agree”. Items 2, 4, 8, 9 and 10 were reversed scored, and 
scores on the help-seeking attitudes scale were assessed as the sum of responses to all 
items, ranging from 0 to 30, with higher scores indicating more positive attitudes 
towards seeking professional psychological help. The Chinese version of the ATSPPHS 
(29 items) was translated and validated by Hao and Liang (2007). It showed acceptable 
overall internal consistency (Cronbach’s alpha above 0.80), but low subscale internal 
consistency (Cronbach’s alpha around 0.60) among previous studies (Hao & Liang, 
2007; Xu, 2007). The translation of the current ATSPPHS-SF was based on the Chinese 
version of the ATSPPHS, but modified according to the rewritten items. The internal 
 86 
 
consistency of the ATSPPHS-SF in the present study was 0.54 in China and 0.83 in 
Australia. The internal consistency in the Chinese sample was below the acceptable 
level. The whole scale was used to enable comparison between the current study and the 
existing literature. However, the relevant findings were treated cautiously.  
Suicide literacy was measured by a 11-item version of the Literacy of Suicide 
Scale (short-form) (Han et al., 2016). The scale covers four domains: (i) signs and 
symptoms of suicide (3 items) such as “People who talk about suicide rarely kill 
themselves”, (ii) causes or the nature of suicide (4 items) such as “Talking about suicide 
always increases the risk of suicide”, (iii) risk factors for suicide (2 items) such as 
“There is a strong relationship between alcoholism and suicide”, and (iv) treatment and 
prevention (2 items) such as “Seeing a psychiatrist or psychologist can help prevent 
someone from suicide”. Each of the items on the LOSS is responded to on a 3-point 
scale (“True”, “False”, or “I don’t know”), with correct responses allocated a score of 1 
and incorrect or “I don’t know” responses assigned a score of 0. Total scale scores are 
calculated by summing item scores with a range from 0 to 11. Higher scores are 
indicative of greater suicide literacy. 
Suicide stigma was assessed by a 12-item version of the Stigma of Suicide Scale 
(short-form) (Han et al., 2016). Each item comprises a one- or two-word descriptor of a 
“typical” person who dies by suicide (e.g., brave, immoral, lonely), and is rated on a 5-
point Likert-type scale ranging from (1) “strongly disagree” to (5) “strongly agree”. 
The scale showed a three-factor structure, with the primary factor assessing stigma 
toward people who die by suicide (five items), a second factor assessing the 
normalization or glorification of suicide (four items), and a final factor assessing the 
attribution of suicide to isolation or depression (three items). The subscales of the SOSS 
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are obtained by calculating the mean response to all items associated with each 
subscale. Cronbach’s alphas for the three subscales were 0.72 (stigma), 0.78 
(glorification), and 0.88 (isolation) among Chinese university students, and 0.86 
(stigma), 0.81 (glorification), 0.83 (isolation) among Australian university students. 
Exposure to suicide was assessed using a 10-level multiple choice item, ranging 
from 0 to 9, with the highest level of exposure recorded from: no exposure (0), 
observing suicide in a movie or television show (1), documentary on suicide (2), 
colleague attempted or died by suicide (3), provided services to someone who attempted 
or died by suicide (4), acquaintance attempted or died by suicide (5), relative attempted 
or died by suicide (6), close friend attempted or died by suicide (7), lived with someone 
who attempted or died by suicide (8), or respondent attempted suicide (9). This scale 
was adapted from the Level of Contact Report developed by Holmes, Corrigan, 
Williams, Canar, and Kubiak (1999), and has been used in research on suicide stigma 
and literacy (Batterham, Calear, & Christensen, 2013a) and depression stigma 
(Griffiths, Christensen, & Jorm, 2008).  
Self-reliance was assessed using a subscale, need for control and self-reliance from 
the Barriers to Help Seeking Scale (BHSS, Mansfield, Addis, & Courtenay, 2005). It 
contains ten items including statements such as “I’d feel better about myself knowing I 
didn’t need help from others.” and “Asking for help is like surrendering authority over 
my life”. A 5-point Likert-type scale is used to rate each item from (0) “very 
unimportant” to (4) “very important”. The total scores range from 0 to 40, with higher 
scores indicating greater need for autonomy and self-reliance. It showed adequate 
internal consistency in a previous study, with Cronbach’s alpha of 0.91 (Mansfield et 
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al., 2005). The internal consistency in the current study was good: 0.87 in China, and 
0.91 in Australia. 
Mastery was assessed using the Pearlin Mastery Scale (Pearlin, Menaghan, 
Lieberman, & Mullan, 1981), a 7-item scale that measures the extent to which an 
individual feels control over life outcomes. It contains items such as “Sometimes I feel 
that I'm being pushed around in life” and “I have little control over the things that 
happen to me”. Items are scored on a 4-point Likert-type scale from (0) “strongly 
disagree” to (3) “strongly agree”, and negatively worded items are reversed scored. 
Higher scores indicate a higher level of mastery. This scale showed adequate internal 
consistency, with 0.60 in China, and 0.82 in Australia. 
Social support was assessed by items from the Supportive and Negative 
Interactions with Relatives and Friends scale (Schuster, Kessler, & Aseltine, 1990). The 
scale investigates both the influence of supportive and negative interactions. Items are 
scored on a 4-point scale from (0) “never” to (3) “often”. Supportive and negative 
interactions were summed separately for family and friends. The scale showed good 
reliability in the present study. Cronbach’s alpha for the three-item supportive 
interactions subscales were 0.74 (family) and 0.76 (friend) in China, and 0.87 (family) 
and 0.80 (friend) in Australia. Negative interactions assessed on two-item subscales had 
adequate internal consistency: 0.77 (family) and 0.63 (friend) in China, and 0.80 
(family) and 0.60 (friend) in Australia. 
Severity of suicidal ideation was measured by the Suicidal Ideation Attributes 
Scale (SIDAS, Van Spijker et al., 2014), a five-item scale assessing suicidal thoughts 
frequency, controllability, closeness to attempt, distress, and interference with daily 
activities over the past month. Each item on the SIDAS is responded to on an 11-point 
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scale (0-10). Total SIDAS scores are calculated as the sum of the five items, with 
controllability reverse scored (10=0, 9=1,..., 0=10). Higher total scores are indicative of 
greater severity of suicidal ideation. The Cronbach alpha for the Chinese sample was 
0.84, and 0.90 for the Australian sample.  
Depression and anxiety. The Patient Health Questionnaire-9 (PHQ-9, Spitzer et 
al., 1999) is a 9-item scale assessing depression symptoms in the past two weeks. Each 
item is scored 0-3, with higher total scores indicating more severe depression 
symptoms. The Generalised Anxiety Disorder-7 (GAD-7, Spitzer et al., 2006) is a 7-
item scale used to assess the presence of generalised anxiety disorder. Each item is 
scored 0-3, with higher total scores indicating more severe anxiety symptoms. The 
Chinese versions of the PHQ-9 and GAD-7 have demonstrated good psychometric 
properties (Qiu et al., 2014). The Cronbach alphas for PHQ-9 and GAD-7 were 0.83 and 
0.90 respectively in the Chinese sample, and 0.91 and 0.92 respectively in the 
Australian sample.  
The Alcohol Use Disorders Identification Test Consumption (AUDIT-C, Bohn et 
al., 1995) is a 3-item scale assessing alcohol consumption. Each item on the AUDIT-C 
is scored from 0 to 4 points, resulting in a total score ranging from 0 to 12 points. 
Respondents who report “never” on the first item of the scale skip the remaining items. 
In men, an AUDIT-C score of four or more is indicative of problematic drinking, 
whereas a score of three or more is considered problematic in women (Bradley et al., 
2003). In the current sample, 13.0% of the Chinese university students and 55.5% of the 
Australian university students met the criteria for problematic drinking. 
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4.2.5 Analysis 
Differences in sample characteristics between Chinese and Australian university 
students were assessed using either Chi-square tests for categorical variables or 
independent sample t tests for continuous variables. Differences in professional help-
seeking beliefs, attitudes and intentions between Chinese and Australian university 
students were assessed using independent sample t tests. The correlations between help-
seeking beliefs, attitudes and intentions were examined by Pearson correlations. A 
series of linear regression models were used to assess predictors of professional help-
seeking beliefs, attitudes, and intentions among the Chinese and Australian university 
students. All statistical analyses were conducted using SPSS version 23 (IBM Corp, 
Chicago IL). 
4.3 Results 
4.3.1 Descriptive statistics for Chinese and Australian university students 
The descriptive information for the Chinese and Australian university student 
samples is provided in Table 4.1. Both samples were predominantly female, with no 
significant difference in sex distribution between the two countries. Australian 
university students were slightly older (t (149) = 8.03 p < .001) than Chinese university 
students. Significantly more Australian students were in a relationship (χ² (1) = 18.88, p 
< .001) and held religious beliefs (χ² (1) = 28.90, p < .001) than Chinese students. No 
significant difference was found on the percentage of students who were studying 
psychology or a related discipline between the two countries. In terms of students’ 
mental health status, Chinese university students reported significantly less severe levels 
of suicidal ideation (t (135) = -9.14, p < .001), depression (t (181) = -6.84, p < .001), 
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anxiety (t (197) = -6.42, p < .001), and alcohol abuse (χ ²(1) = 69.24, p < .001) 
compared to their Australian counterparts.  
Chinese university students also reported less exposure to suicide (t (251) = -
10.99, p < .001), had lower levels of knowledge of suicide prevention (t (334) = -8.65, p 
< .001) and higher stigma towards suicidal individuals (t (334) = 16.20, p < .001). 
Australian students were more likely to normalise or glorify suicidal individuals (t (298) 
= 3.52, p < .001), and attribute suicide to isolation (t (334) = 3.96, p < .001). Chinese 
students reported more positive (t (334) = 2.51, p = .012) and less negative interactions 
with family (t (334) = -4.69, p < .001), but more negative interactions with friends (t 
(334) = -3.74, p < .001) compared to Australian students. No significant difference was 
found on the levels of mastery, self-reliance, or supportive interactions with friends 
between the two countries. 
Table 4.1. Descriptive statistics for Chinese and Australian university students  
 Chinese 
(N = 208) 
Australian 
(N = 128) 
χ²  or t p 
 Frequency or Mean 
(% or SD) 
Frequency or Mean 
(% or SD) 
Age 19.58 (1.13) 21.77 (2.96) -8.03 a < .001 
Female 171 (82.2) 110 (85.9) 0.80 .370 
Psychology or related 
disciplines 
34 (16.3) 31 (24.2) 3.15 .076 
Relationship status   18.88 < .001 
Never married and 
not in a relationship 
154 (74.0) 65 (50.8)   
Married, de facto, or 
in a relationship 
54 (26.0) 63 (49.2)   
Religion   28.90 < .001 
Atheism/none 152 (73.1) 56 (43.8)   
Any religion 56 (26.9) 72 (56.3)   
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 Chinese 
(N = 208) 
Australian 
(N = 128) 
χ²  or t p 
 Frequency or Mean 
(% or SD) 
Frequency or Mean 
(% or SD) 
Severity of suicidal 
ideation (SIDAS) 
0.58 (2.61) 10.00 (11.48) -9.14 a < .001 
PHQ-9 depression 8.08 (4.35) 13.02 (7.43) -6.84 a < .001 
GAD-7 anxiety 5.71 (4.26) 9.82 (6.42) -6.42 a < .001 
AUDIT-C alcohol abuse 27 (13.0) 71 (55.5) 69.24 < .001 
Exposure to suicide 2.44 (2.65) 5.90 (2.89) -10.99 a < .001 
Suicide literacy 5.82 (2.26) 7.94 (2.03) -8.65 a < .001 
Stigma of suicide scale     
Stigma 3.03 (0.75) 1.69 (0.71) 16.20 a < .001 
Glorification 2.10 (0.85) 2.41 (0.73) -3.52 a < .001 
Isolation 3.90 (0.81) 4.24 (0.69) -3.96 a < .001 
Mastery 11.50 (2.95) 10.91 (4.10) 1.42 a .157 
Self-reliance 17.53 (6.92) 15.94 (8.83) 1.74 a .083 
Social support     
Family supportive 5.16 (1.33) 4.76 (1.55) 2.51 a .012 
Family negative 3.99 (2.05) 5.10 (2.21) -4.69 a < .001 
Friend supportive 4.22 (1.37) 4.35 (1.33) -0.94 a .349 
      Friend negative 4.10 (1.63) 3.41 (1.64) 3.74 a < .001 
Note. a, t-test, SD, Standard Deviation. 
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4.3.2 Professional help seeking for suicidal ideation among Chinese and Australian 
university students 
Table 4.2 presents the correlations between help-seeking beliefs, attitudes and 
intentions for Chinese and Australian university students, showing significant positive 
correlations between all variables (p < .01). 
Table 4.2. Correlations between professional help-seeking beliefs, attitudes, and 
intentions among Chinese and Australian university students 
Note. **, p < .01. 
 
Table 4.3 shows the mean (SDs) level of help-seeking beliefs, attitudes, and 
intentions for Chinese and Australian university students. Chinese students were less 
likely to think seeking help from mental health professionals was helpful for suicidal 
ideation (t (334) = 4.02, p < .001), and held less positive attitudes towards seeking 
professional help (t (187) = 5.51, p < .001), than Australian students. No significant 
difference was found for professional help-seeking intentions between the two countries. 
 
 
 
 
 
 
 
 Correlation coefficient 
 Beliefs Attitudes Intentions 
Beliefs 1 
0.276**(Chinese) 
0.606**(Australian) 
0.627**(Chinese) 
0.598**(Australian) 
Attitudes  1 
0.417**(Chinese) 
0.571**(Australian) 
Intentions   1 
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Table 4.3. Professional help seeking for suicidal ideation among Chinese and 
Australian university students 
 
 
 
 
Note. M, Mean, SD, Standard Deviation. 
 
4.3.3 Factors influencing professional help seeking for suicidal ideation among 
Chinese and Australian university students 
Due to the difference in demographics and mental health status between Chinese 
and Australian university students, the factors associated with professional help seeking 
were analysed separately in each country. The results of the linear regression models on 
the factors associated with Chinese and Australian university students’ professional 
help-seeking beliefs, attitudes and intentions are shown in Table 4.4. The effects of each 
factor were adjusted for age, sex, and the severity of suicidal ideation, which have been 
widely suggested to influence help seeking for suicidality and mental health problems.  
This first study analysis examined the influence of demographic variables and 
mental health status on professional help-seeking outcomes. Results showed that more 
severe suicidal ideation was significantly associated with more negative help-seeking 
attitudes (p = .019) and lower intentions (p = .036) to seek help from professionals 
among Chinese university students. Chinese students with religious beliefs were more 
likely to perceive professionals to be helpful than those who had no religious beliefs (p 
= .014). In addition, higher self-reported levels of depression (p = .016) were 
significantly associated with more negative help-seeking attitudes among Australian 
 Chinese (N = 208) Australian (N = 128) 
t p 
 M (SD) M (SD) 
Beliefs  2.76 (0.76) 3.11 (0.77) 4.02 < .001  
Attitudes 15.00 (3.62) 18.18 (5.87) 5.51 < .001 
Intentions 2.47 (0.88) 2.52 (1.00) 0.46  .648 
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university students. No other significant effects were found for the other mental health 
factors (anxiety, alcohol abuse) in either country.   
Higher levels of self-reliance were significantly associated with more negative 
help-seeking attitudes among both Chinese (p = .010) and Australian university students 
(p < .001), and with more negative professional help-seeking beliefs (p = .001) and 
lower intentions (p = .002) to seek help from professionals among Australian students. 
Increased suicide literacy was significantly associated with more positive professional 
help-seeking beliefs among Chinese university students (p = .042), while Chinese 
university students who considered individuals who died by suicide to be isolated had 
significantly more negative professional help-seeking attitudes (p = .035). Increased 
stigma toward individuals who died by suicide was significantly associated with more 
negative attitudes to seek professional help among Australian students (p = .025), and 
the glorification/normalisation of individuals who died by suicide was significantly 
associated with more negative professional help-seeking beliefs among Australian 
university students (p = .008). Supportive relationships with family were found to be 
significantly associated with more positive professional help-seeking beliefs (p = .006) 
and intentions (p = .044) among Australian university students. 
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Table 4.4. Factors influencing professional help seeking for suicidal ideation 
 
Chinese (N = 208) Australian (N = 128) 
 
Beliefs Attitudes Intentions Beliefs Attitudes Intentions 
 
Estimate p Estimate p Estimate p Estimate p Estimate p Estimate p 
Age 0.019 .686 0.404 .070 0.018 .738 -0.005 .819 0.023 .895 0.027 .359 
Female vs. male 0.235 .089 -0.062 .925 0.052 .748 0.047 .807 1.927 .193 -0.207 .414 
Severity of suicidal 
ideation (SIDAS) 
-0.018 .374 -0.224 .019 -0.049 .036 -0.007 .221 -0.036 .426 -0.001 .847 
Psychology or relative 
disciplines vs. others 
-0.264 .072 0.016 .981 -0.232 .178 -0.195 .219 -1.430 .238 -0.193 .353 
Married, de facto, or in 
a relationship vs. others 
0.170 .155 0.352 .535 0.074 .596 -0.089 .525 0.890 .407 -0.009 .961 
Any religion vs. 
atheism/none 
0.283 .014 -0.933 .091 0.195 .151 -0.050 .714 -0.934 .372 -0.215 .230 
PHQ-9 depression -0.005 .669 -0.083 .152 -0.006 .685 -0.016 .219 -0.229 .016 -0.014 .414 
GAD-7 generalised 
anxiety 
-0.020 .099 -0.106 .071 -0.007 .649 -0.012 .393 -0.090 .386 0.005 .773 
Alcohol abuse 0.109 .497 0.681 .370 -0.064 .731 0.093 .497 -0.064 .951 0.177 .319 
Exposure to suicide 0.021 .288 -0.078 .411 0.036 .125 0.001 .959 0.124 .513 0.019 .552 
Suicide literacy 0.046 .042 0.105 .334 0.012 .660 0.036 .187 0.467 .063 0.055 .206 
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Chinese (N = 208) Australian (N = 128) 
 
Beliefs Attitudes Intentions Beliefs Attitudes Intentions 
 
Estimate p Estimate p Estimate p Estimate p Estimate p Estimate p 
Stigma of suicide scale 
            
Stigma -0.044 .530 0.074 .822 -0.032 .695 -0.174 .068 -1.622 .025 -0.068 .589 
Glorification -0.051 .412 0.300 .309 0.019 .792 -0.247 .008 -1.391 .053 -0.102 .414 
Isolation 0.084 .195 -0.647 .035 0.066 .389 0.158 .105 1.434 .052 0.057 .654 
Mastery -0.014 .420 0.005 .953 -0.022 .289 0.021 .282 0.235 .113 0.031 .225 
Self-reliance -0.002 .790 -0.091 .010 0.001 .932 -0.025 .001 -0.334 < .001 -0.031 .002 
Social support 
            
Family supportive 0.073 .067 0.022 .910 0.064 .169 0.119 .006 0.616 .069 0.117 .044 
Family negative -0.006 .819 0.165 .172 -0.024 .413 -0.055 .092 -0.319 .202 -0.069 .106 
Friend supportive 0.044 .246 0.079 .662 0.060 .176 0.094 .064 0.735 .058 0.063 .346 
Friend negative 0.015 .638 0.081 .591 0.018 .638 -0.047 .280 -0.267 .422 -0.048 .396 
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4.4 Discussion 
The current study provides the first evidence that Chinese university students hold 
less positive beliefs and attitudes towards professional help seeking for suicidal ideation 
compared to their Western counterparts, Australian university students. High self-
reliance appears to be an important barrier to professional help seeking for suicidal 
ideation among university students, regardless of culture, indicated by its significantly 
negative association with professional help-seeking attitudes in both China and 
Australia. Although Chinese university students had significantly higher stigma toward 
suicidal individuals than their Australian counterparts, the level of stigma was not 
significantly associated with any professional help-seeking outcomes in China. It is also 
noticeable that supportive relationships with family and friends may facilitate university 
students’ professional help seeking, especially among Australian university students. 
Death is considered a cultural taboo in China (Shek, 2010). This study illustrates 
that Chinese university students had less exposure to suicide and less knowledge about 
suicide prevention than Australian university students. Greater suicide literacy was 
significantly associated with more positive help-seeking beliefs among Chinese 
university students. These findings are consistent with a previous study among an 
Australian community sample, in which higher suicide literacy levels were found to be 
positvely associated professional help-seeking attitudes (Calear et al., 2014). These 
results together suggest that providing suicide prevention education may be a promising 
avenue to increase help seeking for suicidality among university students.  
Self-reliance was highlighted as a common barrier to professional help seeking 
among both Chinese and Australian university students, echoing the findings from 
previous qualitative studies that suicidal individuals often do not seek care because they 
believe that they can manage the problems by themselves without professional help 
(Bruffaerts et al., 2011; Czyz et al., 2013). In the current study, it was quantitatively 
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demonstrated that university students with a higher level of self-reliance tended to have 
lower professional help-seeking attitudes for suicidal ideation among both Australian 
and Chinese university students. The effects were clear among Australian university 
students, but only the significant effect of self-reliance on professional help-seeking 
attitudes was replicated among Chinese university students. Nevertheless, self-reliance 
could be an important impediment to professional help seeking for suicidality among 
the student population irrespective of cultural differences. A previous study among US 
high school students showed that high self-reliance might also contribute to more severe 
future depressive symptoms and suicidal ideation among young people (Labouliere et 
al., 2015). While self-reliance is usually viewed as an adaptive characteristic, high 
levels of self-reliance is also associated with more vulnerable states, indicating self-
reliance might constitute a risk factor for young people’s mental wellbeing. Therefore, 
further investigation of the underlying mechanisms of self-reliance is worthwhile. For 
instance, a lack of perceived need (Freedenthal & Stiffman, 2007) or maladaptive 
coping strategies (Shek, 1992) may be involved in this process, while gender difference 
and social norms (Addis & Mahalik, 2003) may moderate the influence of self-reliance 
on help seeking.  
Chinese university students were found to have significantly higher levels of 
stigma towards suicidal individuals than their Australian counterparts, while Australian 
university students were more likely to normalise or glorify suicidal individuals, and 
think that suicidal persons were isolated. This finding is not entirely surprising, as 
suicidal individuals are often regarded as a shame to the Chinese family (Li, Xiao, & 
Xiao, 2009; Zhang, 1996), which may in return increase stigma towards people with 
suicidal ideation or behaviour (Tzeng & Lipson, 2004) in the Chinese culture. However, 
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a significant relationship was not found in the current study between stigma and 
professional help-seeking beliefs, attitudes, and intentions among Chinese university 
students. This finding is somewhat different to the results found for the current 
Australian sample, and a previous study with an Australian community sample (Calear 
et al., 2014), in which higher stigma scores were negatively associated with help-
seeking attitudes. Although no previous study has been conducted to explore the 
relationship between suicide stigma and professional help seeking among Chinese 
university students, the studies among medical students (Wu, Liu, Liu, & Yang, 2013) 
and non-medical students (Tang & Wen, 2015) in Chinese universities suggest that the 
self-stigma of seeking help measured by the Self Stigma of Seeking Help scale (Vogel 
et al., 2006) was negatively associated with professional help-seeking attitudes, 
although it is notable that these previous findings were not adjusted for any covariates. 
Therefore, further investigation among a larger Chinese student or community sample 
may help delineate the relationship between professional help seeking beliefs, attitudes 
and intentions, and stigmatising attitudes towards a specific population, suicidal 
individuals.  
Australian students who reported supportive family relationships were found to 
have more positive professional help-seeking beliefs and intentions for suicidal ideation. 
This finding echoed the evidence of previous research that found positive social 
networks to facilitate help-seeking behaviors for mental health concerns (Andersson et 
al., 2013; Auslander & Litwin, 1990), although the same correlation was not found 
among the surveyed Chinese university students. In addition, social support has been 
widely linked to better stigma coping ability in HIV (Rao et al., 2012; Takada et al., 
2014), and mental health issues (Chronister, Chou, & Liao, 2013; Talebi, Matheson, & 
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Anisman, 2016), indicating future interventions among the student population may 
include students’ social networks or perceived social support as a potential target.  
Few demographic variables were found to be associated with professional help-
seeking outcomes among both Chinese and Australian university students. Students 
with severe suicidal ideation and depression tended to have more negative professional 
help-seeking attitudes, indicating those who are most in need of professional help may 
not actually get it. This finding supports the “help-negation” theory (Deane et al., 2001), 
although the direction is not clear: it could be that suicidality leads to rejection of help, a 
negative attitude toward help seeking leads to greater risk of suicidality, or that previous 
negative experiences with mental health services (due to past mental health problems) 
leads to more negative attitudes.  
There were some limitations of the current study. Firstly, the sample represents a 
restricted age range, and was mostly female. These characteristics may limit the 
generalisability of the present findings. Future investigations might examine help 
seeking for suicidal ideation using representative community-based samples with a 
larger sample size, as well as clinical samples who endorse high levels of current 
suicidal thoughts in both countries. Secondly, the current study involves the exclusive 
use of self-reported measures that might be problematic, especially in the case of self-
reported help-seeking intentions, which may be distinct from actual help-seeking 
behaviour. Future studies are suggested to validate self-reported help-seeking intentions 
against participants’ actual help-seeking behaviours. However, such research requires 
large samples and lengthy follow-up periods, given that help seeking for suicidal 
ideation is a relatively rare outcome in the general population. Thirdly, due to the cross-
sectional nature of the study, the directionality of the observed effects could not be fully 
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established. Further investigation in longitudinal datasets is warranted to provide 
additional information on these relationships. Finally, the wording of the items in the 
questionnaire might be culturally sensitive. For instance, the Chinese version of the 10-
item Attitudes Towards Seeking Professional Psychological Help Scale showed low 
internal consistency. It may be related to the translation process, or reflect a response 
pattern among the Chinese participants. Chinese people tend to avoid saying “No” when 
they are asked to express their opinions (Yau, 1988). In the current study, all the 
reversed scale items correlated poorly with the total score. Similar issues occurred with 
the Pearlin Mastery Scale, which contains five reversed scored items. Nevertheless, 
more extensive study may be required to ensure psychological equivalence across the 
two cultures.  
Despite these limitations, the current study provides useful information about 
suicide prevention among university students in both China and Australia. Firstly, it 
contributes to the knowledge gap of Chinese university students’ professional help-
seeking beliefs, attitudes and intentions for suicidal ideation. In this study, Chinese 
university students were found to have significantly lower professional help-seeking 
beliefs and attitudes than their western counterparts, in combination with an alarmingly 
low suicide literacy and high suicide stigma. These findings together indicate the 
importance of raising public awareness about suicide prevention among Chinese 
university students. Secondly, this study also highlighted the important role of self-
reliance in the process of help seeking among university students. Public health 
campaigns aimed at increasing help seeking behaviours for suicidality should address 
the negative influences of high self-reliance in both China and Australia. Thirdly, this 
study suggests that social support from close family and friends may facilitate more 
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positive professional help seeking outcomes. However, it is also remarkable that few 
factors were found to influence professional help-seeking intentions in both countries, 
suggesting further study is needed to identify other factors better accounting for the 
process of seeking professional help. The next Chapter aims to compare Chinese and 
Australian university students’ intentions to seek help from informal sources, and self-
recognised barriers to seeking help from professionals.  
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CHAPTER 5 
Self-recognised barriers to professional help seeking for suicidal ideation among 
Chinese and Australian university students 
5.1 Introduction 
As stated previously, suicide ideation is prevalent among Chinese and Australian 
university students. In Chapter 4, factors including self-reliance, supportive family 
relationship, suicide literacy and attitudes towards individuals who died by suicide were 
identified to be closely associated with professional help-seeking beliefs, attitudes and 
intentions for suicidal ideation through self-reported scales. This study aims to extend 
these findings by investigating self-recognised barriers of help seeking among the 
students who expressed reluctance to seek help from mental health professionals in 
China and Australia, as taking a mixed-methods approach (quantitative and qualitative 
methods) to the issue may allow for the triangulation of data, and maximise the 
robustness of the research and quality of the findings.  
Empirically, several barriers of receiving professional help for suicidality have 
been self-identified by young people. In a study among New Zealand university 
students, the greatest concern expressed was about the stigma toward suicide and mental 
illness (Curtis, 2010). The interviewed students were afraid of being labelled as weak or 
mental, and considered asking for help to be a sign of weakness, thereby preferring to 
deal with the issue by themselves. “Tough kiwis” was the term used by these students to 
describe themselves, indicating the influence of culture and social norms on young 
people’s help-seeking attitudes. This study also highlighted young peoples’ tendency to 
rely on their informal network such as friends or family, whereas professional help was 
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perceived as “the last resort”. Similar findings were reported among American Indian 
adolescents who had thought about or attempted suicide (Freedenthal & Stiffman, 
2007). Their reasons for not seeking professional help were listed, in order, were low 
perceive need for help (29%), stigma or embarrassment (24%), having other support 
(24%), self-reliance (15%), and feeling hopeless (15%). It is worth mentioning that 
structural barriers such as costs (3%) and services availability (2%) were at the bottom 
of this list.  
These findings highlight the important roles that stigma, self-reliance and informal 
support from family and friends play in the help-seeking process among young people. 
Meanwhile, they also suggest the potential influence of culture on young people’s 
attitudes towards help seeking and the type of services that they are willing to engage 
with. Evidence suggests that people from certain cultural background may have less 
favourable attitudes and behaviours towards seeking help from a mental health 
professional. In a study among Asian American women, more than 60% of the women 
with severe depressive symptoms and lifetime suicidal ideation did not access any 
mental health care in the preceding year. Mental health stigma from the Asian family 
and Asian community, and a lack of culturally adapted mental health services were 
identified as important service underutilisation factors in qualitative analyses among this 
population (Augsberger, Yeung, Dougher, & Hahm, 2015). Similar findings were 
reported among young American Indian adolescents, who endorsed the negative 
influence of stigma and embarrassment on help seeking (Freedenthal & Stiffman, 2007). 
In addition, a cross-cultural study between Japanese and Australian general population 
samples found that Japanese participants tended to have more negative attitudes towards 
mental health issues (Griffiths et al., 2006), even though stigma commonly existed in 
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both Japan and Australia. These findings together indicate that certain cultural values 
may foster or intensify specific barriers to professional help seeking for suicidality. 
Therefore, it is important to understand the help-seeking process under different cultural 
contexts.   
Study aims 
This study aims to report Chinese and Australian university students’ self-
recognised barriers to seeking professional help for suicidal ideation, and to identify the 
alternative sources of help for those students who were unwilling to seek professional 
help, as help might be available from various other sources with varying levels of 
formality. While Chapter 4 focuses on the factors associated with professional help-
seeking inclination indicated by professional help-seeking beliefs, attitudes, and 
intentions, this Chapter examines the difference between the students who expressed 
willingness to seek professional help and those who did not, and their alternative 
sources and self-reported reasons for not seeking professional help. Understanding what 
alternative sources are nominated by students may provide information on how to reach 
those students with a low willingness to seek help from professionals. Intentions to seek 
help from other sources, including partner, parents, friends, helplines and Internet-based 
services such as informational websites, online self-help programs and social media, 
were examined. Internet-based sources were specifically included as accumulating 
literature suggests that the Internet can play an important role in suicide prevention 
(Alao, Soderberg, Pohl, & Alao, 2006; Biddle, Donovan, Hawton, Kapur, & Gunnell, 
2008; Van Spijker, van Straten, & Kerkhof, 2012) and help seeking (Gould, Munfakh, 
Lubell, Kleinman, & Parker, 2002; Ybarra & Suman, 2006). 
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5.2 Method 
5.2.1 Participants and procedure 
The data used in the current study were drawn from the same cross-sectional 
studies described in Chapter 4. Details of participant recruitment can be found in 4.2.2. 
The current study mainly focuses on a sub-sample of the surveyed Chinese and 
Australian university students who expressed reluctance to seek help from psychologists 
or other mental health workers, and/or psychiatrists. Demographic differences between 
the mental health professional (MHP) help-seekers and mental health professional non-
help-seekers are described in Table 5.1. 
5.2.2 Measures 
The scales relevant to this study are described below. 
Help-seeking intentions. The help-seeking intentions items were based on the 
General Help-Seeking Questionnaire (GHSQ, Wilson, Deane, Ciarrochi, et al., 2005). 
Intentions to seek help from a range of sources (intimate partner, parents, friends, 
psychologists, psychiatrists, GP, phone helpline, informational website on the internet, 
self-help program on the internet, and social media) in response to hypothetical thoughts 
of suicide were rated on a four-point scale from (0) “Highly unlikely”, (1) “Unlikely”, 
(2) “Likely” to (3) “Highly likely”. The results were dichotomised into “help-seeker” (2, 
3) and “non help-seeker” (0, 1) for analysis. Specifically, those students who chose 
“Highly unlikely” or “Unlikely” in response to both the items “mental health 
professionals (e.g. psychologist, social worker, counselor)” and “psychiatrists” were 
coded as mental health professional (MHP) non-help-seekers.  
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Reasons for not seeking professional help. Participants who endorsed (0) “Highly 
unlikely”, or (1) “Unlikely” for the questions on seeking help from mental health 
professionals (e.g. psychologist, social worker, counselor) or psychiatrists were further 
asked their reasons for not seeking help, “Why would you be unlikely to seek help from 
a psychiatrist (psychologist)?”. The following choices were provided: “I prefer to deal 
with issues on my own”; “I question how serious my needs are”; “I worry about what 
others will think of me”; “I have concerns about privacy”; “I get a lot of support from 
others, such as family and friends”; “I don’t know how to access a psychiatrist”; “I 
don’t think a psychiatrist could help me”; “I don’t have access to a psychiatrist where I 
live”; “It would cost too much money”; “It would take too much time or effort”; “I 
would not want to be given medication” ;“I would be afraid of being admitted to a 
mental institution” ; and “Other”, which enabled participants to enter other reasons not 
included in the list. The entered reasons were summarised and reported if they did not 
fit within one of the choices listed above. 
Severity of suicidal ideation was measured by the Suicidal Ideation Attributes 
Scale (SIDAS, Van Spijker et al., 2014). Depression was assessed using the Patient 
Health Questionnaire-9  (PHQ-9, Spitzer et al., 1999). Anxiety was measured using the 
Generalised Anxiety Disorder-7 (GAD-7, Spitzer et al., 2006). All the scales showed 
good internal consistency in both countries as indicated by the Cronbach alpha values 
above 0.8. Alcohol abuse was measured by the Alcohol Use Disorders Identification 
Test-Consumption (AUDIT-C, Bohn et al., 1995). Further details of these scales can be 
found in section 4.2.4. 
Demographic information including age, sex, major, nationality, language spoken 
at home, relationship status, and religion were collected and used to stratify the samples. 
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5.2.3 Analysis 
Differences in sample characteristics and alternative help-seeking sources 
between MHP help-seekers and MHP non-help-seekers in China and Australia were 
assessed using either Fisher’s exact tests or independent sample t tests. Self-identified 
barriers to professional help seeking were presented by counts and percentages. All 
statistical analyses were conducted using SPSS version 23 (IBM Corp, Chicago IL). 
5.3 Results 
5.3.1 Characteristics of MHP help-seekers and MHP non-help-seekers 
Seventy-five (36.1%) Chinese university students reported that they would not 
seek help from mental health professionals if they had suicidal ideation (Table 5.1). No 
significant differences in demographics information or mental health status were found 
between those who would seek help from mental health professionals (MHP help-
seekers) and those who would not (MHP non-help-seekers). Forty-five (35.1%) 
Australian university students reported that they would be reluctant to seek professional 
help if they had suicidal ideation. Significantly more Australian students with religious 
beliefs tended to be reluctant to seek help from mental health professionals (p = .041), 
while no other difference was found between Australian MHP help-seekers and MHP 
non-help-seekers. 
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Table 5.1. Descriptive statistics of Chinese and Australian university students 
 
 
China (N = 208) Australia (N = 128) 
MHP help-seeker 
(N = 133) 
MHP non-help-seeker 
(N = 75) 
p 
MHP help-seeker 
(N = 83) 
MHP non-help-seeker 
(N = 45) 
p 
Frequency or Mean 
(% or SD) 
Frequency or Mean 
(% or SD) 
Frequency or Mean 
(% or SD) 
Frequency or Mean 
(% or SD) 
Age 19.63 (1.24) 19.48 (0.87) .353 21.88 (2.96) 21.58 (3.00) .585 
Female 112 (84.2%) 59 (78.7%) .348 69 (83.1%) 41 (91.1%) .290 
Psychology, medicine, or 
related disciplines 
19 (14.3%) 15 (20.0%) .330 18 (21.7%) 13 (28.9%) .393 
Relationship status   .870   .579 
Never married and not 
in a relationship 
99 (74.4%) 55 (73.3%)  44 (53.0%) 21 (46.7%)  
Married, de facto, or 
in a relationship 
34 (25.6%) 20 (26.7%)  39 (47.0%) 24 (53.3%)  
Religion   .195   .041 
Atheism/none 93 (69.9%) 59 (78.7%)  41 (49.4%) 31 (68.9%)  
Any religion 40 (30.1%) 16 (21.3%)  42 (50.6%) 14 (31.1%)  
Severity of suicidal 
ideation (SIDAS) 
0.37 (1.69) 0.93 (3.69) .139 9.72 (12.30) 10.51 (9.89) .712 
PHQ-9 depression 7.87 (4.19) 8.44 (4.62) .373 12.52 (7.67) 13.96 (6.95) .298 
GAD-7 anxiety 5.49 (4.10) 6.09 (4.54) .333 9.63 (6.88) 10.12 (5.51) .622 
AUDIT-C alcohol abuse 15 (11.3%) 12 (16.0%) .391 48 (57.8%) 23 (51.1%) .577 
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5.3.2 Help-seeking preferences of MHP help-seekers and MHP non-help-seekers   
Help-seeking preferences of MHP help-seekers and MHP non-help-seekers are 
shown in Table 5.2. More than 60% of Chinese university students nominated informal 
help-seeking sources including partner, parents, and friends, although significantly less 
MHP non-help-seekers reported intentions to seek help from these sources compared to 
MHP help-seekers (p < .05). Helplines, a semi-formal help-seeking source, was chosen 
by only 30.1% of Chinese students who expressed willingness to seek help from mental 
health professionals. Alarmingly, only 6.7% of the MHP non-help-seekers in China 
reported likelihood of using helpline when experiencing suicidal ideation. In addition, 
significantly less Chinese MHP non-help-seekers would seek help from online 
information websites (17.3%) than MHP help-seekers (40.6%) as well. However, no 
significant differences were found on seeking help from online self-help programs (p = 
.080) or social media (p = .540) between MHP help-seekers and MHP non-help-seekers 
in China. 
Preference to seek help from informal sources including partner, parents, and 
friends were less dominant in Australia, but still nearly half of the surveyed Australian 
university students tended to seek help from these sources. Similar to their Chinese 
counterparts, Australian university students who expressed reluctance to seek help from 
mental health professionals also had lower intentions to seek help from partner, parents, 
and friends. It is noteworthy that a sharp decrease was witnessed on the intention to seek 
help from parents between MHP help-seeker and MHP non-help-seeker (71.1% among 
Australian MHP help-seekers vs 35.6% among Australian MHP non-help-seekers, p < 
.001). Around 30% of Australian university students expressed a willingness to seek 
help from a helpline, information websites, or self-help program, with no significant 
differences found between MHP help-seeking and MHP non-help-seekers. Few 
Australian university students reported intentions to seek help from social media. 
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Table 5.2. Help-seeking preferences of MHP help-seekers and MHP non-help-seekers 
 
 China (N = 208) Australia (N = 128) 
 
MHP help-
seeker 
(N = 133) 
MHP non-
help-seeker 
(N = 75) p 
MHP help-
seeker 
(N = 83) 
MHP non-
help-seeker 
(N = 45) p 
 
Frequency 
(%) 
Frequency 
(%) 
Frequency 
(%) 
Frequency 
(%) 
Partner 105 (78.9%) 46 (61.3%) .009 59 (71.1%) 16 (35.6%) < .001 
Parents 100 (75.2%) 46 (61.3%) .041 40 (48.2%) 3 (6.7%) < .001 
Friends 123 (92.5%) 53 (70.7%) < .001 44 (53.0%) 14 (31.1%) .025 
Helpline 40 (30.1%) 5 (6.7%) < .001 38 (45.8%) 13 (28.9%) .088 
Informational 
websites 
54 (40.6%) 13 (17.3%) .001 36 (43.4%) 16 (35.6%) .453 
Self-help 
programs 
34 (25.6%) 11 (14.7%) .080 20 (24.1%) 9 (20.0%) .663 
Social media 45 (33.8%) 22 (29.3%) .540 5 (6.0%) 2 (4.4%) 1.000 
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5.3.3 Self-recognised barriers to seeking professional help 
The specific reasons reported by Chinese and Australian students as to why they 
would not seek professional help for perceived suicidal ideation are listed in Table 5.3. 
Statistical comparisons of the difference between psychologists and psychiatrists were 
not possible, as students who reported unwillingness to seek help from psychologists 
may also be reluctant to seek help from psychiatrists, which means these two variables 
are not independent. Findings suggested that both “I prefer to deal with issues on my 
own” and “I question how serious my needs are” were identified among the top three 
common barriers to seeking help from psychiatrists and psychologists in both countries. 
“I get a lot of support from others, such as family and friends” was endorsed by nearly 
half of the Chinese university students as a barrier to seeking help from both 
psychiatrists (50.7%) and psychologists (48.0%), while “It would cost too much 
money” was the top barrier for both psychiatrists (60.0%) and psychologists (53.3%) 
chosen by Australian university students. 
Few additional reasons for not seeking professional help were identified that were 
not already included in the candidate list. Four Australian university students indicated 
other reasons for not seeking help from psychiatrists. Three reported an unpleasant 
previous experience with a psychiatrist, and one reported the referral system are being 
too difficult or daunting. Three Australian students reported an unpleasant previous 
experience with a psychologist as the reason for not seeking help from psychologists. 
No Chinese university students reported reasons that were not included in the candidate 
list. 
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Table 5.3. Self-recognised barriers to seeking help from mental health 
professionals 
 
China (N = 75) Australia (N = 45) 
Psychiatrists Psychologists Psychiatrists  Psychologists 
I prefer to deal with issues 
on my own. 
36 (48.0%) 42 (56.0%) 22 (48.9%) 23 (51.1%) 
I question how serious my 
needs are. 
41 (54.7%) 29 (38.7%) 25 (55.6%) 22 (48.9%) 
I worry about what others 
will think of me. 
19 (25.3%) 16 (21.3%) 18 (40.0%) 18 (40.0%) 
I have concern about 
privacy. 
27 (36.0%) 21 (28.0%) 12 (26.7%) 11 (24.4%) 
I get a lot of support from 
others, such as family and 
friends. 
38 (50.7%) 36 (48.0%) 5 (11.1%) 4 (8.9%) 
I don’t know how to access a 
psychiatrist/psychologist. 
18 (24.0%) 18 (24.0%) 9 (20.0%) 7 (15.6%) 
I don’t think a 
psychiatrist/psychologist 
could help me. 
25 (33.3%) 21 (28.0%) 14 (31.1%) 14 (31.1%) 
I don’t have access to a 
psychiatrist/psychologist 
where I live. 
15 (20.0%) 15 (20.0%) 3 (6.7%) 0 (0.0%) 
It would cost too much 
money. 
17 (22.7%) 17 (22.7%) 27 (60.0%) 24 (53.3%) 
It would take too much time 
or effort. 
18 (24.0%) 21 (28.0%) 14 (31.1%) 13 (28.9%) 
I would not want to be given 
medication. 
7 (9.3%) 5 (6.7%) 17 (37.8%) 10 (22.2%) 
I would be afraid of being 
admitted to a mental 
institution. 
22 (29.3%) 9 (12.0%) 11 (24.4%) 10 (22.2%) 
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5.4 Discussion 
The current study examined Chinese and Australian university students’ intentions 
to seek help if they experienced suicidal ideation and their self-reported barriers to seek 
professional help. Results showed that more than one-third of the university students in 
China and Australia were reluctant to seek help from mental health professionals. A 
preference toward solving the issue by themselves (self-reliance) and doubts about the 
severity of the issue were among the top self-recognised barriers to professional help 
seeking in both countries.  In addition, the high cost of professional services in 
Australia, and support from family and friends in China were identified as country-
specific barriers to professional help seeking.  
It is of note that individuals reluctant to seek professional help also showed 
significantly lower intentions to utilise other sources for help compared to help-seekers 
in both countries, suggesting that avoidance of professional help may reflect a more 
general preference for managing personal/emotion problems without external 
assistance. However, few demographic differences were found between MHP help-
seekers and MHP non-help-seekers in both countries, suggesting that there might be few 
demographic subgroups that could be targeted in public health campaigns to increase 
help seeking among the university student population. The only demographic factor 
found to be associated with reluctance to seek professional help among Australian 
students was religious beliefs, which were associated with a greater reluctance to seek 
help. This finding suggests that some individuals with religious beliefs may have a 
preference for seeking help from non-professional sources or a preference for less active 
coping styles (Pargament, 2001).  
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Both Chinese and Australian university students reported self-reliance and low 
awareness of the severity of their symptoms as important barriers to seeking help from 
mental health professionals. However, these two barriers were not significantly related 
to each other (p = .276), suggesting young people’s self-reliance may be related to other 
intrinsic factors, such as self-esteem (Clegg, Bradley, & Smith, 2006; Nadler, 1997). In 
addition, it is not clear whether the students with high self-reliance were socially 
isolated or suffering from low social belongingness. As accumulating evidence 
emphasizes the importance of self-reliance in young people’s help seeking (Czyz et al., 
2013; Labouliere et al., 2015), further study is needed to understand the underlying 
causes of self-reliance, and figure out how to modify the impact of self-reliance on help-
seeking outcomes among young people. It is also not clear what leads to the low 
awareness of the severity of suicidal ideation among MHP non-help-seekers. This may 
be related to their low suicide literacy level. However, the sample size of the current 
study impeded an appropriate analysis on the relationship between these two factors. 
Further qualitative and quantitative studies among MHP non-help-seekers may help 
delineate the factors influencing students’ attitudes towards seeking help for suicidal 
ideation.   
Country-specific barriers to professional help seeking were also identified in the 
current study. The high cost of mental health services was the most commonly 
identified barrier by Australian university students, although this was less of an issue in 
China, which may reflect structural differences between the Australian and Chinese 
healthcare systems – Chinese patients can access mental health professionals directly 
without referral from primary healthcare (Huang, 2014; Liu et al., 2011), while 
Australian patients need to have referral before they could see a psychologist or 
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psychiatrist (Whiteford, Thompson, & Casey, 2000). Differences in the level of 
familiarity with mental health services between Chinese and Australian students may 
also explain why more Australian students regarded being given medication by mental 
health professionals as an important barrier to help seeking compared to their Chinese 
counterparts, while Chinese students reported informal support from family and friends 
as an important self-recognised barrier to seeking professional help.  
These findings indicate that different approaches are needed to promote 
professional help seeking for suicidal ideation among Australian and Chinese university 
students. Public health campaigns in Australia may need to overcome structural barriers, 
such as cost and unpleasant previous experiences, by promoting the availability of free 
mental health services, decreasing the stigma of psychiatric medication, encouraging re-
engagement with health services, and providing linkage to alternative professional 
resources and evidence-based online programs. In contrast, providing information on 
available local mental health services and the importance of seeking professional help 
for suicide may be more important for Chinese health promotion campaigns.  
There were several limitations of the current study that should be considered in 
interpreting these findings. Firstly, as stated earlier, the samples used in this study had a 
restricted age range, were mostly female, and was medium in size. These characteristics 
may limit the generalisability of the present findings. Secondly, the findings were based 
on self-reported measures. Future studies are needed to validate these findings by 
testing, for example, the extent to which help-seeking intentions are consistent with 
help-seeking behaviors. Despite these limitations, the current study provides several 
important contributions to understanding the help seeking process for suicidal ideation 
among university students. The findings highlight the important roles of self-reliance 
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and the awareness of the severity of suicide from students’ perspective in the help-
seeking process. In addition, several country-specific barriers were identified: structural 
barriers such as high cost, unpleasant experiences of professionals, being concerned 
about medication in Australia, and limited knowledge of available mental health 
services along with compensatory support from family and friends in China. These 
findings together with the factors identified in Chapter 4 will be used to inform the 
development of an online program that aims to promote help seeking for suicidality 
among university students. The development and evaluation of the program will be 
reported in the following Chapter. 
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CHAPTER 6 
Development and evaluation of the online “ProHelp” program to promote help 
seeking for suicidality among university students 
6.1 Introduction 
It is apparent from the literature and findings reported in the preceding chapters 
that the death toll from suicide is a major public health problem among university 
students. To lower the risk of suicide, different types of suicide prevention programs 
have been implemented among university students including psychoeducational 
programs (Abbey et al., 1989; Holdwick, 1999), gatekeeper training programs 
(Hashimoto et al., 2016; Pasco et al., 2012; Tompkins & Witt, 2009), and the promotion 
of services (Joffe, 2008). Although most of those programs have had positive influences 
on university students’ attitudes and knowledge of suicide and suicide prevention, few 
of them have measured help seeking as an outcome (Harrod et al., 2014). In spite of the 
fact that the ultimate goal of suicide preventions is to save students’ lives, assisting 
students at risk of suicide to receive timely treatment is also an important goal, as less 
than half of university students with suicidality report using mental health services 
(Schweitzer et al., 1995). 
6.1.1 Interventions to increase help seeking for suicidality among young people 
As stated above, few suicide prevention programs among university students 
include help seeking as a target or outcome, but suicide prevention programs among 
adolescents have indicated some promising approaches in improving help seeking for 
suicidality (Cusimano & Sameem, 2011; Klimes-Dougan, Klingbeil, & Meller, 2013). 
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A brief review of different suicide prevention approaches that may influence help 
seeking in young people is provided below. 
Psychoeducational programs 
Psychoeducational programs are probably the most commonly used type of 
intervention among young people for increasing awareness of mental illness and 
promoting help seeking. They provide education that assists people to understand the 
personal and interpersonal attitudes or skills which could be applied to present or future 
challenges or illnesses (Authier, 1977). These programs usually aim to empower people 
with awareness, skills, and competencies to manage their lives in a more healthy, 
meaningful and productive manner, should they experience a mental health problem. 
They can either target a general population (Newman‐Carlson & Horne, 2004; Stice & 
Ragan, 2002) or a specific group at high risk (Brotto et al., 2008; Zabinski, Wilfley, 
Calfas, Winzelberg, & Taylor, 2004). Most of these programs are delivered in the 
classroom setting (Aseltine & DeMartino, 2004; Freedenthal, 2010), but increasingly, 
programs are available online to reach a larger number of students and provide a high 
level of flexibility in delivery (Hoffmann, 2006; Taylor-Rodgers & Batterham, 2014).  
A systematic review conducted by Hom et al. (2015) indicates that 
psychoeducational programs generally increase young people’s knowledge about 
suicide, and some of them show potential to improve help-seeking intentions as well. 
Surviving the Teens® is a suicide prevention and depression awareness program aimed 
at US high school students (King, Strunk, & Sorter, 2011). It is a multifaceted program 
composed of information about suicide and coping skills trainings. Participating 
students were found to have increased intentions to seek help from an adult if they 
experienced suicidality at the immediate posttest and the three-month follow-up. 
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However, no randomised controlled study has been conducted, and no distinction 
between professional and non-professional help was made. In another study among US 
high school students, students’ willingness to talk to professionals about suicidal 
thoughts was significantly increased after they received a video-based suicide 
prevention program, although again there was no control group (Ciffone, 2007).  
The Signs of Suicide (SOS) prevention program is one of the most well-known 
universal programs that targets adolescent suicide in the US (Aseltine & DeMartino, 
2004). It has a major psychoeducational component, using multiple suicide prevention 
strategies including suicide awareness education and self-screening for suicidal thoughts. 
The aim of the program is to increase students’ knowledge of suicide prevention to 
promote more adaptive attitudes towards suicidal behaviour, and empower students to 
intervene with suicidal peers. This program was reported to significantly decrease 
suicide attempt rates and improve students’ knowledge and attitudes towards suicide, 
but failed to influence help-seeking behaviours. Similar findings were reported in a 
replication study during 2002 and 2003 (Aseltine, James, Schilling, & Glanovsky, 
2007).  
Gatekeeper training programs 
Gatekeeper training programs typically aim to increase participant knowledge of 
risk factors and warning signs of suicide, and have included the training of gatekeepers 
such as teachers, school counselors, and administrators. Currently, gatekeeper training 
programs have had a limited impact on help seeking among students (Freedenthal, 
2010; Wyman et al., 2008). The Yellow Ribbon (YR) suicide prevention program is a 
widely-used suicide prevention program in US public schools. It trains gatekeepers 
including student leaders and teaching staff to raise their awareness of suicide 
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prevention. This program was reported to improve participants’ suicide-related 
knowledge and comfort level in asking for help (Flynn et al., 2016). However, no 
increase in actual help-seeking behaviour was witnessed by teachers, nor self-reported 
by students (Freedenthal, 2010).     
Public service announcements 
Public service announcements are another type of intervention program that has 
been widely used in large suicide prevention campaigns on university campuses. They 
often contain direct action recommendations (e.g. “Get help!”). However, most of these 
programs’ influence has not been robustly evaluated. In a community awareness 
campaign using multiple channels including multimedia, websites, and informational 
telephone services, perceived barriers to help seeking were found to be significantly 
reduced (Wyman et al., 2008), suggesting multimethod approaches might be more 
effective than a single approach to suicide prevention (Katz et al., 2013). 
6.1.2 Study aims 
The brief review of suicide prevention programs among young people that target 
help seeking indicates that there is a lack of evidence-based programs that could change 
help-seeking outcomes for suicidality, especially among university students. Therefore, 
the primary aim of the current study is to develop an online program to encourage help 
seeking for suicidality among university students informed by the findings reported in 
Chapters 4 and 5. This study will examine if the factors identified by the cross-sectional 
survey can feasibly be used as future targets of a suicide prevention intervention among 
young people. Section 6.2 illustrates the development of the new psychoeducational 
program called ProHelp, while Sections 6.3-6.5 describe a randomised controlled trial 
(RCT) to evaluate the ProHelp program among Chinese and Australian university 
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students. The RCT compared the ProHelp program to an attentional control program, 
with assessments at pre-test, post-test and one-month follow-up. University students 
were recruited and randomly allocated (see Section 6.3) to one of the two conditions 
described below in Section 6.2. 
6.2 Program development 
6.2.1 Psychoeducational program 
The psychoeducational program, ProHelp, is composed of two modules. Each 
module takes about five minutes to complete. The program was designed to be 
completed independently, which means that no guidance was provided during the 
program. The English content is available in Appendices O and P. 
The first module addresses suicide literacy, suicide and help-seeking stigma, and 
available help-seeking sources. The section of suicide literacy covers a broad range of 
areas, including recognising the signs, symptoms and risk factors of suicide, and how to 
manage and seek help for suicidality. Improving participants’ literacy levels is a 
commonly used strategy in early intervention programs for mental disorders and suicide 
(Beautrais et al., 2007; Kelly, Jorm, & Wright, 2007).  
The first module is composed of six scenarios. The first four scenarios focus on 
improving participant suicide literacy, including (i) facts and misconceptions about 
suicidal ideation and attempts, (ii) facts and misconceptions about talking about suicide, 
(iii) risk factors associated with suicide, and (iv) warning signs of suicide. The content 
is based on the published literature (Hunter Institute of Mental Health, 2012; Rudd et 
al., 2006) and the Literacy of Suicide Scale developed by Calear et al. (2014). The next 
two scenarios are focused on the stigma surrounding suicide including stigma toward 
 124 
 
individuals with suicidal ideation or behaviour and stigma toward seeking help for 
suicidality. Each scenario was designed to start with a misconception, followed by a 
series of facts that challenge the myths, as evidence suggests that the cognitive 
dissonance triggered by challenging an individual’s thinking could be a driving force 
behind young people coming forward to a friend or adult (Ciffone, 2007). In addition, 
sources of help for suicidality in Australia and China were provided at the end of this 
module.  
The second module addresses self-reliance, social support, and myths about 
mental health professionals. Although the findings from the cross-sectional surveys 
(Chapter 4 and Chapter 5) and other previous studies suggest that self-reliance could be 
a strong barrier to disclosing suicidal ideation or seeking professional help even in the 
presence of severe symptoms of mental illness or suicidal behaviour that require 
professional help (Labouliere et al., 2015; Ortega & Alegría, 2002), it is noteworthy that 
self-reliance is also a source of resilience that could benefit health care and recovery 
(Bhagwanjee & Stewart, 1999; Ortega & Alegría, 2002). Therefore, the content of this 
program restricted the focus of self-reliance to the negative influence of self-reliance in 
specific contexts, where people find it difficult to manage by themselves (such as when 
they are having thoughts about suicide).  
This module also addresses the important role that social support from family and 
friends can have in the help-seeking process. Quite a few support interventions 
produced encouraging results on improving social support (Hogan, Linden, & Najarian, 
2002) through teaching general psychosocial skills such as interpersonal 
communications skills (Brand, Lakey, & Berman, 1995; Richey, Lovell, & Reid, 1991) 
and improving coping strategies (Glanz, RImer, & Viswanath, 2008). In this study, skill 
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trainings on how to effectively communicate with other people and visualise one’s 
social connections were offered to improve social support. Although more 
comprehensive strategies may also be effective for building perceived social support 
(Cohen, Underwood, & Gottlieb, 2000), the low-intensity approach chosen for this 
intervention was deemed to be more appropriate in the context of a universal prevention 
program. 
6.2.2 Attentional control program 
An attentional control program was developed to provide a credible comparison 
condition for the trial of the ProHelp program. The attention control program comprised 
two modules of similar length to the psychoeducational program. The control program 
content was about healthy life styles, with no content directly relevant to suicide 
(Appendix Q). Participants randomly allocated to the placebo program were provided 
access to the psychoeducational program at the conclusion of the study after the one-
month follow up survey. 
6.2.3 Visual design 
To improve program adherence and user experience, parallax scrolling (module 
one) and animation (module one and module two) were used to illustrate the content of 
the psychoeducational program. Parallax scrolling is an emerging technique in computer 
graphics and web design. It generates a 3D illusion by making background images move 
slower than foreground images (Frederick, Mohler, Vorvoreanu, & Glotzbach, 2015). 
Parallax scrolling can quickly capture an audience’s attention and has been effective in 
guided storytelling (Thomas, 2014), although disadvantages such as motion sickness 
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and difficulty in loading on slow internet connections have also been recognised 
(Frederick et al., 2015; Sandu, 2017).  
6.3 Randomised controlled study design 
6.3.1 Intervention delivery 
Figure 6-1 shows the flow of the randomised controlled trial (RCT) which aims to 
evaluate the effectiveness in improving help seeking for suicidal ideation and behaviour 
of the psychoeducational program compared to the control program among university 
students.  
  
Figure 6-1 Flowchart of randomised controlled trial   
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The study was designed as a two-armed double-blind RCT, which means the 
participants did not know which group they were allocated to, and the researchers were 
not aware of the allocations at the time of the self-completed assessments. There were 
four main measurement occasions: screening, baseline, post-test (two days after 
baseline), and one-month follow-up surveys. All of the programs and the surveys were 
built on an e-health server platform hosted by the Black Dog Institute, University of 
New South Wales (Figure 6-2). 
  
Figure 6-2 The English website of the ProHelp program   
The Australian site was in English, and the Chinese site was in Simplified 
Chinese. These two sites ran separately with different website addresses (Australian 
site: https://prohelpau.blackdoghealth.org.au/, Chinese site: 
https://prohelpch.blackdoghealth.org.au/). Participants were invited to register using a 
valid email address in order to receive the invitations to the program and surveys. A 
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reminder was sent to participants’ registered email address if they did not finish the 
survey five days after receiving the invitation. All of the invitations and reminders in 
English and Chinese can be found in Appendix R. The websites were invalid after 
recruitment was completed. A screen video record of the English version of the 
psychoeducational program is available on YouTube: 
https://www.youtube.com/watch?v=CLN1X5CHyb0. 
6.3.2 Eligibility criteria and screening 
Study eligibility was based on 1) being aged between 18 and 30 years, 2) being a 
current tertiary student, 3) having a valid email address, 4) having no suicide attempts in 
the past year, and 5) having no diagnosis of a psychotic disorder such as schizophrenia. 
Respondents who met the above criteria were eligible for the trial. Ineligible 
respondents were redirected to a “Thank you” page containing referral information. 
Respondents excluded based on a recent suicide attempt (past year) or diagnosis of a 
psychotic disorder were also provided with the contact information of clinical 
psychologists in the research team to ensure their safety. Details can be found in 
Appendix N. 
All eligible respondents were provided with a participant information sheet 
(Appendix L and M), which included consent and information regarding participation in 
the study. After completing the baseline questionnaire, participants were randomly 
allocated to one of the two programs. 
6.3.3 Random allocation procedure 
Participants were randomised, using a computerised adaptive randomisation 
procedure, to the psychoeducational program or placebo program using a block size of 
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four (1:1 ratio). All participants were blinded to their group allocation and were 
stratified by sex and the severity of their suicidal ideation during this process. The 
severity of suicidal ideation was measured by the Suicidal Ideation Attributes Scale 
(Van Spijker et al., 2014). This scale ranges from 0 (no suicidal ideation over the past 
month) to 50, with higher scores indicating greater severity of suicidal ideation. This 
scale demonstrated strong internal reliability (Cronbach’s alpha above 0.9) and 
convergent validity with other measures of suicide and psychological distress in 
previous studies (Oexle, Waldmann, Staiger, Xu, & Rüsch, 2016; Van Spijker et al., 
2014)  
6.3.4 Sample size 
The sample size was calculated based on the expected effect of the program on the 
primary outcome measures, i.e. help-seeking intentions based on power calculations 
performed in G*Power 3.1 (Faul, Erdfelder, Lang, & Buchner, 2007). A target sample 
size of 80 participants in per condition was calculated based on a relevant effect-size of 
0.5 (Cohen’s d) suggested by previous findings (Gulliver, Griffiths, Christensen, & 
Brewer, 2012; Taylor-Rodgers & Batterham, 2014) with alpha = 0.05 and power = 0.8, 
and accounting for an expected drop-out rate of 20%. 
6.4 Participants and procedure 
6.4.1 Ethics statement 
The study received ethics approval from the Human Research Ethics Committee 
at the Australian National University (protocol number 2015/659, Appendix J),  and 
approval to conduct the research at the School of Maxism in the Huazhong University 
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of Science and Technology, and Counseling and Support Services in the Shanghai Jiao 
Tong University (Appendix K). 
6.4.2 Participants and procedure 
University students in Australia and China were recruited to participate in a pilot 
trial of the ProHelp online program. Australian university students were recruited 
through online advertising on the social network site Facebook and from an online 
recruiting platform, SONA (Appendix S), from the Research School of Psychology at 
the Australian National University during August to October, 2016. The Facebook 
advertisement received 369 clicks and 50 students were invited to participate in the trial 
from the SONA platform.  
A total of 135 respondents were recruited from these two sources, of whom 101 
were eligible for the study based on the selection criteria stated previously (see 6.3.2). 
Respondents cannot be broken down by recruitment source as identifying information 
was removed before data analysis. The students recruited from the SONA platform 
received 1-hour course credit for their participation.  
Chinese university students were recruited in class invitations from teachers at the 
School of Marxism, the Huazhong University of Science and Technology, and 
Counseling and Support Services in the Shanghai Jiao Tong University during October 
to December, 2016. In total, 231 respondents were screened, and 156 of them were 
eligible. 
The eligible respondents in China and Australia were randomised to the 
psychoeducational program or the attention control program automatically by computer 
as described in section 6.3.3.  Figure 6-3 presents the flow of participants through the 
trial. Among the 156 Chinese university students who were eligible for this study, 79 of 
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them were allocated to the control group and 77 were allocated to the experimental 
group. Fifty-three of the 101 eligible Australian university students were assigned to the 
control group, and 48 were allocated to the experimental group. The completion rate of 
the post-test survey among Chinese and Australian university students were at least 47% 
for the posttest survey, and at least 25% for the one-month follow-up survey. 
6.4.3 Translation 
All of the introductory information on the Chinese website, invitations and 
reminders were translated into Simplified Chinese by Zhang Yue. The translated 
contents were evaluated by Jin Han to determine whether the translated items were 
equivalent in meaning to the English original. The translation process of the program 
contents and the newly added scales used in the surveys followed the translation, and 
back translation procedure described in section 3.2.2. Appendix T presents all of the 
newly added scales, and questions in English. The Simplified Chinese versions of them 
are presented in Appendix U.  
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Figure 6-3 Flowchart of participants through trial
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6.4.4 Measures 
Primary outcomes 
The primary outcomes were professional help-seeking beliefs, attitudes and 
intentions.  
Professional help-seeking intentions items were measured by the General Help-
Seeking Questionnaire (GHSQ, Wilson, Deane, Ciarrochi, et al., 2005) , and the scale 
was adapted to measure professional help-seeking beliefs. The beliefs (perceived 
helpfulness) and intentions to seek help from a range of informal and formal sources in 
response to hypothetical thoughts of suicide were assessed. The sources assessed 
included intimate partner, parents/family, friends, teachers, psychologists and other 
mental health workers, psychiatrists, informational websites, online self-help programs 
and social media. Help-seeking beliefs were rated for each source on a four-point scale 
from (1) “Highly unhelpful” to (4) “Highly helpful”, and help-seeking intentions were 
rated for each source from (1) “Highly unlikely” to (4) “Highly likely”. Consistent with 
the analysis in Chapter 4, scores on professional help-seeking beliefs and intentions 
were assessed by averaging the scores of psychiatrists, psychologists, and other mental 
health workers (ranging from one to four). 
Professional help-seeking attitudes were measured using a revised version of the 
10-item Attitudes Toward Seeking Professional Psychological Help Scale (ATSPPHS-
SF), with a better Flesch-Kincaid reading level and good Cronbach alpha of 0.84 
(Calear et al., 2014). Each item is rated on a four-point scale from (1) “Disagree” to (4) 
“Agree”. Items 2, 4, 8, 9 and 10 were reversed scored, and scores on the help-seeking 
attitudes scale were assessed as the sum of responses to all items, ranging from 0 to 30, 
with higher scores indicating more positive attitudes towards seeking professional 
psychological help. The internal consistency of the ATSPPHS-SF in the present study 
was 0.65 in China and 0.77 in Australia. 
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Secondary outcomes 
Secondary outcomes included suicide literacy, suicide stigma, social support, self-
reliance, preparedness to assist a suicidal friend, actual help-seeking behaviour among 
the students with suicidal ideation, and participant evaluation of the program.  
Suicide literacy was measured by the 11-item version of the Literacy of Suicide 
Scale (short-form) (Han et al., 2016). The scale covers four domains: (i) signs and 
symptoms (3 items), (ii) causes or the nature of suicide (4 items), (iii) risk factors (2 
items), and (iv) treatment and prevention (2 items). Each of the items on the LOSS is 
responded to on a 3-point scale (“True”, “False”, or “I don’t know”), with correct 
responses allocated a score of 1 and incorrect or “I don’t know” responses assigned a 
score of 0. Total scale scores are calculated by summing correct scores with a range 
from 0 to 11.  
Suicide stigma was measured by the 12-item version of the Stigma of Suicide 
Scale (short-form) scale (Han et al., 2016). Each item comprises a one- or two-word 
descriptor of a “typical” person who dies by suicide (e.g., brave, immoral, lonely), and 
is rated on a 5-point Likert scale ranging from (1) “strongly disagree” to (5) “strongly 
agree”. The scale showed a three-factor structure, with the primary factor assessing 
stigma towards people who die by suicide (five items), a second factor assessing the 
normalization or glorification of suicide (four items), and a final factor assessing the 
attribution of suicide to isolation or depression (three items). The subscales of the SOSS 
are obtained by calculating the mean response to all items associated with each 
subscale. In the RCT study, Cronbach’s alphas for the three subscales were 0.77 
(stigma), 0.78 (glorification), and 0.74 (isolation) among Chinese university students, 
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and 0.90 (stigma), 0.78 (glorification), 0.89 (isolation) among Australian university 
students. 
Social support was measured by the Supportive and Negative Interactions with 
Relatives and Friends scale (Schuster et al., 1990). The scale investigates both the 
influence of supportive and negative interactions. Items are scored on a 4-point scale 
from (0) “never” to (3) “often”. Supportive and negative interactions were summed 
separately for family and friends. Cronbach’s alphas for the three-item supportive 
interactions subscales were 0.81 (family) and 0.82 (friend) in China, and 0.85 (family) 
and 0.83 (friend) in Australia. Negative interactions assessed on two-item subscales had 
adequate internal consistency: 0.80 (family) and 0.73 (friend) in China, and 0.80 
(family) and 0.65 (friend) in Australia. 
Self-reliance was measured using a subscale, need for control and self-reliance 
from the Barriers to Help Seeking Scale (BHSS, Mansfield et al., 2005) with higher 
scores indicating greater need for autonomy and self-reliance. The subscale contains ten 
items using a 5-point Likert-type scale to rate each item from (0) “very unimportant” to 
(4) “very important”. It showed adequate internal consistency in a previous study with a 
Cronbach’s alpha of 0.91 (Mansfield et al., 2005). The internal consistency in this study 
was also good with 0.84 in China, and 0.89 in Australia. 
Preparedness to assist a suicidal friend was measured by a series of questions 
previously used in an intervention to encourage help seeking for depression (Costin et 
al., 2009). The term “depression” was replaced by “suicide” to meet the needs of this 
study. Participants were asked to answer how much they agreed with the following 
statements, if a close friend came to them and said that they had been thinking about 
suicide for several weeks: 1) “I would take my friend’s situation seriously”, 2) “I would 
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be comfortable in listening to my friend”, 3) “I would feel confident in knowing how to 
act”, 4) “I would ask my friend about his/her feelings”, etc. Participants responded to 
each item on a 5-point Likert scale ranging from (0) “strongly disagree” to (4) “strongly 
agree”. A total score is produced by summing up all eight items.  
Actual help-seeking behaviour was measured among participants who self-
reported past-month suicidal ideation in the baseline survey. They were asked in the 
one-month follow-up survey to report the sources that they went to for advice or help in 
the past month when they had suicidal thoughts. The sources included intimate partners, 
parents/family, friends, psychologists, other mental health professionals, psychiatrists, 
teachers, phone helplines, informational websites on the internet, self-help programs on 
the internet, social media (e.g. Twitter, Facebook), and others. Seeking help from any 
single source was marked as one point. A total score was produced by summing all of 
the items.  
Participants’ experience of the ProHelp program was measured by the Internet 
Evaluation and Utility Questionnaire (IEUQ) (Ritterband et al., 2008; Thorndike et al., 
2008), which contains 15 items with two open-ended questions. This questionnaire 
assesses the usability, likeability, and usefulness of an online intervention using a 5-
point Likert scale from (1) “not at all” to (5) “very”. The two open-ended questions 
asked participants to list the most helpful parts and least helpful parts of the program, 
and to provide suggestions to improve the program.  
Other outcomes 
In addition, demographics information including age, sex, major, country, and 
relationship status were collected. This information was used to test whether the control 
and experimental groups differed on these characteristics at baseline and if they 
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moderated any between-group effects on outcomes. Similarly, mental health status 
including depression, anxiety, and severity of suicidal ideation were collected. 
Depression and anxiety. The Patient Health Questionnaire-9 (PHQ-9, Spitzer et 
al., 1999) is a 9-item scale assessing depression symptoms in the past two weeks. Each 
item is scored 0-3, with higher total scale scores indicating more severe depression 
symptoms. The Generalised Anxiety Disorder-7 (GAD-7, Spitzer et al., 2006) is a 7-
item scale used to assess the presence of generalised anxiety disorder symptoms. Each 
item is rated 0-3, with higher total scale scores indicating more severe anxiety 
symptoms. The Cronbach alphas for the PHQ-9 and GAD-7 were 0.87 and 0.91 
respectively in the Chinese sample, and 0.89 and 0.93 respectively in the Australian 
sample.  
Severity of suicidal ideation was measured by the Suicidal Ideation Attributes 
Scale (Van Spijker et al., 2014), a five-item scale assessing suicidal thoughts frequency, 
controllability, closeness to attempt, distress, and interference with daily activities over 
the past month. Each item on the SIDAS is responded to on an 11-point scale (0-10). 
Total SIDAS scores are calculated as the sum of the five items, with controllability 
reverse scored (10=0, 9=1,..., 0=10). Higher total scores are indicative of greater 
severity of suicidal ideation. The Cronbach alpha for the Chinese sample was 0.88, and 
0.83 for the Australian sample. Table 6.1 presents an overview of the measures used in 
this study. 
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Table 6.1. Overview of the questionnaires used in the study 
Variable Measures S B P 1 
Age Question X    
Student Question X    
Diagnosis of schizophrenia Question X    
Location and Language Questions X    
Absence suicide attempt in 
past month  
Question X    
Demographics Questions  X   
Severity of  suicidal ideation SIDAS  X  X 
Depression and anxiety PHQ-9 & GAD-7  X  X 
Help-seeking behaviour Questions  X  X 
Help-seeking intentions modified GHSQ  X X X 
Help-seeking beliefs modified GHSQ  X X X 
Help-seeking attitudes ATSPPHS-SF  X X X 
Preparedness to assist a 
person with suicidality 
Questions  X X X 
Literacy of Suicide LOSS  X X X 
Stigma of Suicide  SOSS  X X X 
Self-reliance BHSS  X X X 
Social support SNIRF  X X X 
Web literacy Questions  X   
Evaluation and utility of 
website (experimental group  
only) 
IEUQ   X  
Additional evaluative items 
(experimental group  only) 
Questions   X  
Note. S, screening survey, B, baseline survey, P, posttest survey, 1, one-month follow-up 
survey, SIDAS, the Suicidal Ideation Attributes Scale, GHSQ, the General Help-Seeking 
Questionnaire, ATSPPHS-SF, Attitudes Toward Seeking Professional Psychological Help 
Scale, LOSS, Literacy of Suicidal Scale, SOSS, the Stigma of Suicide Scale, BHSS, the Barriers 
to Help Seeking Scale, SNIRF, the Supportive and Negative Interactions with Relatives and 
Friends scale, IEUQ, the Internet Evaluation and Utility Questionnaire. 
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6.4.5 Analysis 
Differences in partcipants characteristics between conditions at baseline were 
compared for  the Chinese and Australian university student samples using either Chi-
square tests or independent sample t tests for categorical and continuous variables 
respectively. The primary and secondary outcomes were analysed based on an Intention 
to Treat basis, including all participants randomised regardless of their level of 
adherence to the program or trial drop-out.  The participants from China and Australia 
were combined to increase the sample size and reduce the impact of drop-out. The main 
and interaction effects of country on the outcomes were incorporated into the statistical 
models to take account of any differences between the Chinese and Australian 
university students at baseline. Linear mixed model repeated measures analyses were 
used to investigate the changes between groups across time (pre to post-test, and pre to 
follow-up test) on professional help-seeking beliefs, attitudes, intentions, suicide 
literacy, suicide stigma, social support, self-reliance, and preparedness to provide help, 
with country included as an independent variable in the models. These models assume 
that withdrawal data are missing at random, an estimation assumption that is least 
biased for analysing trial data. If the three-way interaction between country, time, and 
condition was not significant, the three-way interaction terms were removed from the 
models. Within-person variation was modelled by using an unstructured covariance 
matrix and degrees of freedom were estimated using Satterthwaite’s correction 
(Verbeke & Molenberghs, 2009). Relative improvements of outcomes in the 
experimental group compared to the control group were calculated by Cohen’s d using 
the pooled pretest standard deviation for weighting the differences of pre-post means 
(Morris & DeShon, 2002). Frequency analysis and t-tests were used to investigate 
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satisfaction ratings at the one-month follow-up survey between Chinese and Australian 
university students and between experimental and control conditions. Despite including 
multiple outcomes, the significance level was set at p < .05, as the study was a pilot to 
provide preliminary evidence for the efficacy of this intervention. All statistical analyses 
were conducted using SPSS version 23 (IBM Corp, Chicago IL). 
 
6.5 Results 
6.5.1 Baseline characteristics 
Table 6.2 and Table 6.3 present the participant characteristics at baseline 
compared by condition between Chinese and Australian university students. No 
significant difference were found between the control and experimental groups, except 
that the Chinese experimental group had significantly lower negative friend support 
than the control group (t (154) = 2.16, p = .033).  
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Table 6.2. Descriptive statistics for Chinese university students 
Note: SD, Standard Deviation, *, p < .05. 
 Control (N = 79) Experimental (N = 77) 
χ2/t 
 
Frequency or Mean 
(% or SD) 
Frequency or Mean 
(% or SD) 
Age 18.52 (1.07) 18.62 (0.96) -0.64 
Female% 
41   (51.9) 37  (48.0) 0.32 
Depression 
6.19 (4.81) 6.34 (4.71) -0.19 
Anxiety 
4.30 (4.05) 5.03 (4.33) -1.08 
Suicidal ideation past month% 
8    (10.1) 5      (6.5) 0.67 
Literacy of suicide 
6.10 (2.35) 6.48 (2.19) -1.04 
Stigma of suicide scale    
Stigma 
1.99 (0.78) 1.99 (0.79) -0.02 
Glorification 
1.02 (0.79) 0.92 (0.82) 0.78 
Isolation 
3.03 (0.56) 2.90 (0.75) 1.19 
Self-reliance 
18.66 (7.07) 18.92 (7.20) -0.23 
Social support 
   
Family supportive 5.43 (1.00) 5.62 (0.78) -1.35 
Family negative 
3.75 (1.89) 3.95 (2.23) -0.61 
Friend supportive 4.46 (1.41) 4.40 (1.49) 0.23
* 
Friend negative 
3.63 (1.66) 3.05 (1.71) 2.16 
Preparedness to provide help 
20.82 (4.60) 20.88 (4.89) -0.08 
Professional help-seeking beliefs 
3.02 (0.46) 2.97 (0.67) 0.56 
Professional help-seeking attitudes 15.96 (3.73) 16.39 (4.21) -0.67 
Professional help-seeking intentions 
2.92 (0.66) 2.76 (0.77) 1.38 
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Table 6.3. Descriptive statistics for Australian university students 
 
Note: SD, Standard Deviation. 
 
 Control (N = 53) Experimental (N = 48) 
χ2/t 
 
Frequency or Mean 
(% or SD) 
Frequency or Mean 
(% or SD) 
Age  20.34 (2.47) 19.77 (1.51) 1.41 
Female% 40  (75.5) 41   (85.4) 0.81 
Depression 10.85 (6.51) 9.90 (5.95) 0.77 
Anxiety 9.25 (6.45) 8.56 (6.23) 0.54 
Suicidal ideation past month% 21  (39.6) 18   (37.5) 0.048 
Literacy of suicide 8.09 (1.76) 7.83 (2.11) 0.68 
Stigma of suicide scale    
Stigma 1.93 (0.86) 2.00 (0.86) -0.42 
Glorification 2.52 (0.72) 2.39 (0.77) 0.90 
Isolation 4.16 (0.74) 4.19 (0.74) -0.21 
Self-reliance 18.26 (8.63) 15.58 (8.45) 1.57 
Social support     
Family supportive 4.60 (1.70) 5.04 (1.49) -1.37 
Family negative 4.75 (2.33) 4.35 (2.37) 0.86 
Friend supportive 4.81 (1.37) 4.79 (1.27) 0.07 
Friend negative 3.32 (1.85) 3.15 (1.81) 0.48 
Preparedness to provide help 25.75 (5.12) 24.98 (5.51) 0.73 
Professional help-seeking beliefs 2.94 (0.75) 3.20 (0.55) -1.95 
Professional help-seeking attitudes 17.58 (4.07) 18.83 (5.74) -1.27 
Professional help-seeking intentions 2.46 (0.80) 2.72 (0.74) -1.66 
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Similar to the findings from the cross-sectional surveys reported in Chapter 4 and 
Chapter 5, significant differences were found between the Chinese and Australian 
university students across a number of the demographic and psychological variables 
(Table 6.4). Australian university students were slightly older (t (131) = 6.74 p < .001), 
had significantly higher self-reported depression (t (173) = 5.68, p < .001), anxiety (t 
(157) = -5.97, p < .001), and suicidal ideation in the preceding month (χ² (1) = 34.83, p 
< .001) than Chinese university students. Chinese university students had lower levels 
of knowledge of suicide prevention (t (255) = -6.15, p < .001) and higher stigma 
towards people who died by suicide (t (255) = 9.92, p < .001) than Australian university 
students, while Australian students were more likely to normalise or glorify suicidal 
individuals (t (255) = -4.84, p < .001), and attribute suicide to isolation (t (255) = 2.44, p 
< = .015). Chinese students reported more positive (t (141) = 4.06, p < .001) and less 
negative interactions with family (t (194) = -2.51, p = .013), but less positive 
interactions with friends (t (255) = -2.09, p = .038) than Australian students. No 
significant differences were found on levels of self-reliance, or negative interactions 
with friends between the two countries.  
Chinese students were less prepared to provide help for people with suicidal 
ideation or behaviour (t (255) = -7.16, p < .001), and held less positive attitudes towards 
seeking professional help (t (181) = -3.42, p = .001) than Australian students, but had 
higher intentions to seek help from mental health professionals (t (191) = 2.53, p = 
.012). No significant difference was found for professional help-seeking beliefs between 
the two countries. In addition, no significant changes were found in the levels of 
depression, anxiety, or suicidal ideation before and after the program in both control and 
experimental groups. 
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Table 6.4. Descriptive statistics for Chinese and Australian university students 
Note: SD, Standard Deviation, *, p < .05, ***, p < .001. 
 Chinese (N = 156) Australian (N = 101) 
χ2/t 
 
Frequency or Mean 
(% or SD) 
Frequency or Mean 
(% or SD) 
Age  18.57 (1.02) 20.07 (2.08) -6.74*** 
Female% 78 (50.0) 81 (80.2) 24.55*** 
Depression 6.26 (4.74) 10.40 (6.23) -5.68*** 
Anxiety 4.66 (4.19) 8.92 (6.32) -5.97*** 
Suicidal ideation past month% 13 (8.3) 39 (38.6) 34.83*** 
Literacy of suicide 6.29 (2.27) 7.97 (1.93) -6.15*** 
Stigma of suicide scale    
Stigma 2.99 (0.78) 1.97 (0.86) 9.92*** 
Glorification 1.97 (0.80) 2.46 (0.74) -4.84*** 
Isolation 3.96 (0.66) 4.18 (0.73) -2.44* 
Self-reliance 18.79 (7.11) 16.99 (8.61) 1.75 
Social support     
Family supportive 5.53 (0.90) 4.81 (1.61) 4.06*** 
Family negative 3.85 (2.06) 4.56 (2.35) -2.51* 
Friend supportive 4.43 (1.45) 4.80 (1.32) -2.09* 
Friend negative 3.35 (1.70) 3.24 (1.82) 0.49 
Preparedness to provide help 20.85 (4.73) 25.39 (5.30) -7.16*** 
Professional help-seeking beliefs 3.07 (0.62) 3.14 (0.75) -0.85 
Professional help-seeking attitudes 16.17 (3.97) 18.18 (4.95) -3.42*** 
Professional help-seeking intentions 2.88 (0.75) 2.62 (0.87) 2.53* 
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6.5.2 Primary outcomes 
Table 6.5 shows the mixed model estimates for professional help-seeking beliefs, 
attitudes, and intentions. No significant difference was found on the interaction of group 
× condition on all of the help-seeking outcomes. However, a significant main effect of 
time on professional help-seeking attitudes (Figure 6-4) was demonstrated at both the 
post-test (p = .003) and follow-up time points (p = .008), indicating that the control and 
experimental groups both experienced an increase in positive attitudes towards seeking 
professional help for suicidal ideation over the duration of the study, but with quite 
small effect sizes (Cohen’s d = 0.08 for the post-test survey, and Cohen’s d = 0.14 for the 
one-month follow up survey). The effect sizes of the interaction of group × condition on 
professional help-seeking beliefs (Cohen’s d = 0.38 for the post-test survey, and Cohen’s 
d = 0.63 for the one-month follow up survey) indicated some promise of this program in 
encouraging more positive help-seeking beliefs among university students. 
 
Figure 6-4 Mixed model repeated measure estimates for help-seeking attitudes 
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Table 6.5. Mixed model repeated measure estimates for professional help seeking for suicidal ideation 
 
Unstandardised  
estimate 
SE df t p Cohen’s d 
Professional help-seeking beliefs       
Time (post vs. pre) -0.09 0.06 161 -1.55 .124  
Time (follow-up vs. pre) -0.03 0.07 107 -0.51 .608  
Condition (experimental. vs. control) 0.07 0.08 254 0.91 .364  
Country (Australia vs. China) 0.05 0.08 251 0.70 .487  
Time  (post vs. pre) x Condition 0.10 0.08 161 1.21 .228 0.38 
Time  (follow-up vs. pre) x Condition 0.13 0.10 106 1.38 .169 0.63 
Professional help-seeking attitudes       
Time (post vs. pre) 1.01 0.33 166 3.03 .003  
Time (follow-up vs. pre) 1.09 0.41 126 2.70 .008  
Condition (experimental. vs. control) 0.75 0.55 254 1.38 .17  
Country (Australia vs. China) 2.08 0.52 249 3.96 < .001  
Time  (post vs. pre) x Condition -0.13 0.49 167 -0.26 .795 0.08 
Time  (follow-up vs. pre) x Condition -0.36 0.59 125 -0.62 .539 0.14 
Professional help-seeking intentions       
Time (post vs. pre) -0.02 0.06 161 -0.40 .688  
Time (follow-up vs. pre) -0.05 0.08 114 -0.61 .542  
Condition (experimental. vs. control) 0.01 0.09 254 0.06 .953  
Country (Australia vs. China) -0.21 0.09 249 -2.29 .023  
Time  (post vs. pre) x Condition 0.04 0.08 162 0.46 .646 0.25 
Time  (follow-up vs. pre) x Condition 0.05 0.12 114 0.45 .651 0.39 
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6.5.3 Secondary outcomes 
Table 6.6 presents the mixed model estimates for the secondary outcomes.  A 
significant difference was found for the interaction of group × condition on the level of 
suicide literacy at the post-test time point (p = .015) with a moderate effect size 
(Cohen’s d = 0.40). This statistic indicates that the change in suicide literacy was 
significantly greater in the experimental condition than in the control condition at post-
test. However, the effect was not maintained at the one-month follow-up (Figure 6-5). 
 
Figure 6-5 Mixed model repeated measure estimates for suicide literacy 
Although no significant difference was found between the experimental and the 
control groups on the other secondary outcomes, preparedness to help a person with 
suicidality in the whole student sample (Cohen’s d = 0.24 at the post-test, and Cohen’s d 
= 0.19 at the one-month follow-up time point ) and actual help-seeking behaviour 
among those participants reporting past-month suicidal ideation (Cohen’s d = 0.28 at the 
one-month follow-up time point) showed a positive change in the experimental group 
with a small effect size one-month after the intervention. In addition, a non-significant 
difference was found on the interaction of group × condition on the level of attribution 
of suicide to isolation at the post-test time point with a small effect size (p = .051, 
Cohen’s d = 0.36). Although not significant at p < .05, this indicates marginal evidence 
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that the attribution of suicide to isolation may have increased in the experimental 
condition compared to the control condition.
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Table 6.6. Mixed model repeated measure estimates for suicide literacy, suicide stigma, self-reliance, social support and preparedness to help 
 
Unstandardised  
estimate 
SE df t p Cohen’s d 
Literacy       
Time (post vs. pre) 0.13 0.27 254 0.47 .640  
Time (follow-up vs. pre) 0.02 0.17 161 0.12 .903  
Condition (experimental vs. control) 0.45 0.21 100 2.14 .035  
Country (Australia vs. China) 1.54 0.26 238 6.01 < .001  
Time  (post vs. pre) x Condition 0.61 0.25 162 2.46 .015 0.40 
Time  (follow-up vs. pre) x Condition 0.17 0.30 99 0.56 .577 0.20 
Stigma       
Time (post vs. pre) -0.07 0.06 163 -1.18 .241  
Time (follow-up vs. pre) 0.05 0.09 104 0.55 .584  
Condition (experimental vs. control) 0.03 0.10 254 0.30 .767  
Country (Australia vs. China) -1.01 0.10 254 -10.19 < .001  
Time  (post vs. pre) x Condition -0.07 0.09 164 -0.86 .392 -0.22 
Time  (follow-up vs. pre) x Condition -0.07 0.13 104 -0.55 .581 -0.15 
Glorification       
Time (post vs. pre) -0.01 0.06 165 -0.16 .872  
Time (follow-up vs. pre) -0.03 0.08 103 -0.41 .681  
Condition (experimental vs. control) -0.11 0.10 254 -1.16 .245  
Country (Australia vs. China) 0.47 0.09 242 5.03 .001  
Time  (post vs. pre) x Condition -0.08 0.09 166 -0.84 .402 -0.07 
Time  (follow-up vs. pre) x Condition 0.03 0.12 103 0.26 .793 0.05 
Isolation       
Time (post vs. pre) -0.10 0.07 166 -1.55 .124  
Time (follow-up vs. pre) -0.17 0.09 105 -1.85 .067  
Condition (experimental vs. control) -0.06 0.09 253 -0.72 0.47  
Country (Australia vs. China) 0.29 0.08 222 3.75 .001  
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Unstandardised  
estimate 
SE df t p Cohen’s d 
Time  (post vs. pre) x Condition 0.19 0.10 168 1.96 .051 0.36 
Time  (follow-up vs. pre) x Condition 0.19 0.13 104 1.51 .134 0.42 
Preparedness to provide help       
Time (post vs. pre) -0.11 0.41 163 -0.25 .800  
Time (follow-up vs. pre) -0.08 0.55 120 -0.14 .885  
Condition (experimental vs. control) -0.27 0.62 254 -0.43 .665  
Country (Australia vs. China) 4.46 0.60 247 7.47 < .001  
Time  (post vs. pre) x Condition 0.61 0.61 163 1.00 .320 0.24 
Time  (follow-up vs. pre) x Condition 0.25 0.79 119 0.31 .758 0.19 
Family supportive       
Time (post vs. pre) 0.06 0.09 165 0.69 .493  
Time (follow-up vs. pre) 0.11 0.12 104 0.91 .365  
Condition (experimental vs. control) 0.29 0.15 254 1.90 .059  
Country (Australia vs. China) -0.68 0.15 254 -4.57 < .001  
Time  (post vs. pre) x Condition -0.14 0.14 165 -1.04 .301 -0.04 
Time  (follow-up vs. pre) x Condition -0.21 0.17 102 -1.23 .221 0.06 
Family negative       
Time (post vs. pre) 0.20 0.15 165 1.35 .178  
Time (follow-up vs. pre) 0.01 0.19 116 0.07 .942  
Condition (experimental vs. control) -0.04 0.27 254 -0.14 .890  
Country (Australia vs. China) 0.56 0.26 243 2.18 .030  
Time  (post vs. pre) x Condition -0.21 0.22 165 -0.96 .337 -0.05 
Time  (follow-up vs. pre) x Condition -0.46 0.28 115 -1.66 .101 -0.25 
Friend supportive       
Time (post vs. pre) 0.02 0.11 166 0.18 .861  
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Unstandardised  
estimate 
SE df t p Cohen’s d 
Time (follow-up vs. pre) 0.08 0.15 115 0.53 .598  
Condition (experimental vs. control) -0.04 0.18 254 -0.23 .815  
Country (Australia vs. China) 0.32 0.17 250 1.90 .058  
Time  (post vs. pre) x Condition -0.02 0.16 167 -0.09 .927 0.08 
Time  (follow-up vs. pre) x Condition 0.02 0.21 113 0.09 .929 0.27 
Friend negative       
Time (post vs. pre) 0.06 0.14 166 0.39 .697  
Time (follow-up vs. pre) 0.13 0.18 103 0.71 .477  
Condition (experimental vs. control) -0.42 0.22 254 -1.95 .053  
Country (Australia vs. China) -0.21 0.21 243 -1.00 .317  
Time  (post vs. pre) x Condition -0.01 0.21 167 -0.03 .977 0.00 
Time  (follow-up vs. pre) x Condition 0.00 0.26 103 0.00 .998 -0.06 
Self-reliance       
Time (post vs. pre) 0.15 0.55 162 0.27 .786  
Time (follow-up vs. pre) -0.78 0.80 104 -0.97 .336  
Condition (experimental vs. control) -0.89 0.97 254 -0.92 .360  
Country (Australia vs. China) -1.47 0.94 246 -1.57 .118  
Time  (post vs. pre) x Condition -0.50 0.81 163 -0.62 .534 -0.06 
Time  (follow-up vs. pre) x Condition 1.09 1.16 104 0.94 .352 0.21 
Actual help-seeking behaviour       
Time (follow-up vs. pre) 0.64 0.69 8 0.93 .379  
Condition (experimental vs. control) 0.49 0.44 26 1.10 .280  
Country (Australia vs. China) 0.76 0.46 27 1.65 .111  
Time  (follow-up vs. pre) x Condition 0.20 1.08 9 0.19 .857 0.28 
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6.5.4 Utility   
Chinese and Australian university students’ experience of using this program is 
presented in Table 6.7. Overall, both Chinese and Australian university students 
reported favourable reactions to the ProHelp program [(3) “Mostly” and (4) “Very”]. 
Australian university students tended to have more positive comments of the program 
than Chinese university students. Both countries’ university students found the program 
was easy and convenient to use. They also had low concern about privacy while using 
the program. The design of the program was less appealing to Chinese university 
students than Australian university students based on the results from items three to five, 
but both Chinese and Australian university students were generally satisfied with the 
program, and thought it acceptable, useful, and easy to understand. They also tended to 
trust the content of the website, and reported a high likelihood of coming back to the 
program if they needed learn more about suicide prevention. Both countries’ university 
students also approved the program being delivered via the internet.  
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Table 6.7. Evaluation of the ProHelp program  
Item 
Chinese 
M (SD) 
(N = 27) 
Australian 
M (SD) 
(N = 29) 
t p 
1) How easy was the web program to use? 3.44 (0.93) 4.10 (1.14) -2.35 .022 
2) How convenient was the web program to use? 3.30 (1.03) 4.28 (1.00) -3.62 .001 
3) How much did the web program keep your interest and attention? 2.63 (0.97) 3.76 (1.02) -4.24 < .001 
4) How much did you like the web program? 2.85 (0.86) 3.79 (0.94) -3.89 < .001 
5) How much did you like the way the web program looked? 2.70 (1.17) 3.62 (1.27) -2.81 .007 
6) How concerned were you about your privacy in using this web program? 2.52 (1.25) 1.79 (1.21) 2.21 .032 
7) How satisfied were you with the web program? 3.33 (0.92) 3.86 (0.92) -2.16 .036 
8) How acceptable did you find the web program? 3.56 (1.01) 4.17 (0.89) -2.43 .019 
9) How useful did you find the information in the web program? 3.30 (0.87) 4.07 (0.84) -3.38 .001 
10) How easy was the information to understand in this web program? 3.56 (0.93) 4.52 (0.74) -4.29 < .001 
11) How trustworthy was the information in the web program? 3.33 (0.92) 4.48 (0.63) -5.48 < .001 
12) If you want to learn more about suicide prevention or professional help 
resources in the future, how likely would you be to come back to this web 
program? 
3.41 (1.08) 3.41 (1.32) -0.02 .984 
13) How good of a method was the internet for delivering this program? 3.26 (1.06) 4.34 (0.97) -4.00 < .001 
Note. M, Mean, SD, Standard Deviation. 
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In addition, participating students’ qualitative feedback regarding the most helpful 
and least helpful aspects of the program were collected (Table 6.8). Although few 
participants opted to provide qualitative feedback, both Australian and Chinese students 
mentioned that the presentation of the program was engaging “The videos were a cute 
way of presenting very basic information”, and that the information on suicide 
prevention was helpful: “[The program contains] the variety of available information, 
everything important was covered.” No unhelpful aspects were reported. 
 
Table 6.8. Helpful aspects of the ProHelp program  
Helpful parts 
Chinese (N = 15) 
Frequency (%) 
Australian (N = 23) 
Frequency (%) 
Engaging presentation 4 (25.0%) 6 (26.1%) 
Communication skills training 1 (6.3%) 2 (8.7%) 
Easy access to information on 
suicide prevention 
1 (6.3%) 3 (13.0%) 
Providing a list of help-
seeking resources 
4 (25.0%) 3 (13.0%) 
Covering a broad range of 
information on suicide 
prevention  
1 (6.3%) 6 (26.1%) 
 
6.6 Discussion 
ProHelp is an online psychoeducational program that was developed based from 
the factors identified to be associated with professional help seeking in cross-sectional 
surveys (Chapter 4 and Chapter 5) conducted among Chinese and Australian university 
students. This Chapter described the development of this program and a pilot 
randomised controlled trial among Chinese and Australian university students 
examining the effectiveness of this program.  
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This brief two-module online psychoeducational program had a short-term 
positive effect on suicide literacy among university students in both countries. However, 
the increased suicide literacy was not sufficient to influence students’ attitudes or 
intentions to seek help for suicidality, although effect sizes suggested some promise for 
this intervention approach. The limited positive influence of this program on help-
seeking outcomes may be related to its failure to modify levels of self-reliance, which 
was identified as an important barrier for professional help seeking among university 
students from both countries in the previous cross-sectional surveys.  
Currently, there is increasing evidence to suggest that high levels of self-reliance 
may negatively influence help seeking for suicidality (Bruffaerts et al., 2011; Czyz et 
al., 2013). However, few studies have investigated how self-reliance could be modified 
in health interventions aiming to facilitate help seeking. This study provided preliminary 
evidence that a simple psychoeducation program might not be sufficient to impact on 
levels of self-reliance among Chinese and Australian university students. More 
intensive and longer interventions that contain coping skills training might be a 
worthwhile approach, considering self-reliance can be a type of coping strategy among 
young people (Seyedfatemi, Tafreshi, & Hagani, 2007). In addition, it is also important 
to develop scales that can more accurately measure situation-specific self-reliance, to 
differentiate general autonomy from the types of extreme self-reliance that may be 
associated with reluctance to seek professional help in a crisis. 
Nevertheless, this low-intensity online psychoeducational program showed some 
promise in improving students’ professional help-seeking beliefs, preparedness to help 
suicidal individuals, and actual help-seeking behaviour among the students with past 
month suicidal ideation, as indicated by the small to medium effect sizes. As the 
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presentation of this program is similar to that of promotional videos used in public 
service announcements, the findings of this study suggest that short videos containing 
suicide prevention information may improve students’ knowledge of suicide prevention 
at a population level, although the influence may be restricted to a short-time period. 
Repeating the modules or adding greater opportunity for self-reflection (Sandars, 2009) 
to the program might help prolong the positive influence. 
Overall, this online psychoeducational program received positive feedback 
especially from Australian university students. The majority of the students thought the 
program was easy to understand and engaging. They also approved of using the internet 
as a delivery approach. Using the internet to deliver suicide prevention interventions 
could be a promising approach for suicide prevention among young people as it has the 
potential to be more cost-effective compared to traditional campaigns run by 
counselling staff or teachers (King et al., 2015).  
It should be noted that the findings in the current study should be viewed as 
preliminary given the limitations of the study. Firstly, the sample size was relatively 
small and restricted to university students from several specific universities. A 
proportion of students dropped out of the study between baseline, post-test, and one-
month follow-up surveys, which further reduced the sample size and power to find 
effects. All of these factors may limit the generalisability of the current findings. 
Secondly, the study measured the influence of the program until one month after the 
intervention, which is a relatively short time-period.  Longer follow-up durations and 
more intensive program materials may help to further validate the impact of the current 
findings. Thirdly, this study was conducted among the general student population with a 
small proportion of students reporting suicidal ideation. In future studies, students with 
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at elevated risk of suicidal behaviours, such as those with current suicidal ideation or 
mental health issues, could be targeted to assess the effect of an online 
psychoeducational program on professional help-seeking beliefs, attitudes and 
intentions. Nevertheless, a universal prevention approach may be more practical to 
implement and have wider impacts of peers supporting friends who experience suicidal 
thoughts. Finally, testing the primary aim of the intervention, to reduce suicidal 
behaviour through increasing help-seeking behaviours, requires long-term follow-up of 
large samples, as help seeking behaviour and suicidal behaviours are relatively rare 
outcomes in the general population. 
Despite these limitations, the findings of the current study support the use of a 
low-intensive online psychoeducational program to increase suicide literacy among 
Chinese and Australian university students, although this may not be sufficient to 
significantly influence help-seeking outcomes in the long term. The effect sizes of 
students’ professional help-seeking beliefs, preparedness to help suicidal individuals, 
and actual help-seeking behaviour suggest that this brief online psychoeducational 
program has promise in improving students’ readiness to seek help for suicidality. 
Future suicide prevention interventions among university students may consider using 
the internet as a delivery approach as it is generally approved by students. In addition, 
further research with a large sample of university students is warranted to determine the 
robustness of the current findings, and explore how to improve the help-seeking 
outcomes by reducing students’ levels of self-reliance. 
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CHAPTER 7 
Conclusion 
7.1 Introduction 
Suicide is a leading cause of death among both Chinese and Australian university 
students. This study provides a first insight into Chinese university students’ 
professional help seeking for suicidal ideation and a comparison with their Western 
counterparts, Australian university students. This chapter presents a summary of the 
research findings followed by a discussion of the implications of these findings for 
future research and suicide prevention among university students.  
7.2 Summary and implications of the research findings 
This study was initiated from a systematic review of factors influencing 
professional help seeking for suicidality. Several potentially important barriers were 
identified in the review, including high self-reliance, limited knowledge of mental 
health and suicide prevention, lack of perceived need for treatment, stigmatising 
attitudes towards suicide, stigma towards mental health problems, and stigma of seeking 
professional treatment. The systematic review also suggested a lack of research on help 
seeking for suicidality in developing countries including mainland China. This may be 
related to the limited scales available in Mandarin Chinese that are suitable for suicide 
research.  
In the following Chapter, three suicide relevant scales were translated and 
validated into Mandarin Chinese. All the translated scales showed high correlations with 
the original versions and robust psychometric properties. They were then used to enable 
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a comparison between Chinese and Australian university students on their help-seeking 
beliefs, attitudes, and intentions for suicidal ideation. 
Results showed that Chinese university students had significantly less positive 
help-seeking beliefs and attitudes towards mental health professionals compared to their 
Australian counterparts. Higher self-reliance was significantly associated with more 
negative professional help-seeking attitudes in both China and Australia. Attribution of 
suicide to isolation was negatively associated with help-seeking attitudes in China, 
while glorification and stigmatising attitudes of individuals who died by suicide were 
negatively associated with help-seeking beliefs and attitudes respectively in Australia. 
Limited suicide knowledge in China and lack of family support in Australia were 
associated with lower help-seeking beliefs. Those students who expressed reluctance to 
seek help from mental health professionals for suicidal ideation were further asked to 
identify their reasons for this. A preference for relying on themselves and a low 
awareness of the severity of the issue were the most frequently reported reasons for not 
seeking help by university students in both countries. These findings reflect the 
similarities and potential differences between Chinese and Australian university 
students in relation to seeking professional help for suicidal ideation.  
The identified factors were used to guide the development of an online 
psychoeducational program, the ProHelp program. The results of a pilot trial of the 
program found no significant difference between the control and experimental groups 
on professional help-seeking beliefs or intentions. However, both groups’ help-seeking 
attitudes increased during the study. The experimental group in both countries also 
demonstrated a significant improvement in suicide literacy in the post-test survey. 
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Qualitative feedback was positive, indicating that the ProHelp program was generally 
user-friendly, clear, and helpful. 
7.2.1 Suicidal ideation among Chinese and Australian university students 
The prevalence of suicidal ideation among Chinese university students (10%) (Li 
et al., 2014) has previously been found to be lower than that of Australian university 
students (60%) (Schweitzer et al., 1995). The current study found similar findings: the 
prevalence of past-month suicidal ideation among Chinese university students was 7.5% 
in the cross-sectional survey and 8.3 % in the randomised controlled study, while it was 
63.2% in the cross-sectional survey and 38.6% in the randomised controlled study 
among Australian university students. The suicide rate of Chinese university students 
(2.4/100,000) (Yang & Li, 2015) has been also found to be much lower than that of 
Western university students in the UK (11.3/100,000) (Collins & Paykel, 2000) and US 
(15.0/100,000) (Silverman et al., 1997).  
Yang and Li (2015) suggested that on-campus dormitory and stratified 
management might contribute to the low suicide rate among Chinese university students. 
Living in student accommodation could facilitate long-term friendship that benefits 
belongingness, while assigned class teachers make it easier for Chinese universities to 
watch over students’ daily activities and mental health status. The low prevalence of 
suicidal ideation among Chinese university students reported in the current study could 
also be related to their lower willingness to share and acknowledge the presence of 
suicidal ideation than Western university students. Future suicide prevention among 
Western university students may consider the potential influence of environment and 
management on the prevalence of suicidality. Factors such as social belongingness (Van 
Orden et al., 2008; Wilcox et al., 2010) and regular supervision of at-risk students from 
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the teaching staff might play important roles in suicide prevention among university 
students.   
Regardless of the relatively low prevalence of suicidality among Chinese 
university students compared to their Australian counterparts, the current findings 
indicate that Chinese university students have less knowledge of suicide prevention, 
lower exposure to suicide, and higher stigmatising attitudes towards people who died by 
suicide. More Chinese university students reported a lack of access to mental health 
professionals as a barrier to seeking professional help for perceived suicidal ideation, 
compared to Australian university students (20% vs 0%). This may be related to the gap 
in mental health service provision in China (Liu et al., 2011), or owing to the limited 
knowledge of available mental health resources among Chinese university students. 
Chinese university students were also found to hold less positive attitudes towards 
mental health professionals than Australian university students in both the cross-
sectional surveys and the randomised controlled study. Currently, few suicide 
prevention campaigns among Chinese university students emphasize the importance of 
seeking professional help when experiencing suicidal ideation. It is, therefore, important 
to improve Chinese university students’ knowledge of suicide prevention and their 
attitudes towards mental health professionals especially for those who are at high risk of 
suicidal ideation or dying by suicide.   
7.2.2 Professional help seeking for suicidal ideation among Chinese and Australian 
university students 
Self-reliance: a potential important barrier worthy of further investigation 
Both countries’ university students endorsed “I prefer to deal with issues on my 
own” as an important barrier for not seeking help from mental health professionals. 
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Higher levels of self-reliance were also negatively associated with attitudes towards 
mental health professionals among both Chinese and Australian university students. 
These findings are in accordance with previous qualitative studies among the US 
population (Czyz et al., 2013; Freedenthal & Stiffman, 2007), but extended them to an 
Asian cultural setting. However, the brief online psychoeducational program failed to 
affect the level of self-reliance among both Chinese and Australian university students. 
Considering the potentially important role that self-reliance may play in the help-
seeking process among university students, further investigation into the underlying 
mechanism of how self-reliance acts on help-seeking outcomes is needed. For instance, 
the potential influence of students’ intrinsic factors such as self-image (Raviv, Sills, 
Raviv, & Wilansky, 2000) or self-esteem (Clegg et al., 2006; Nadler, 1997), perceptions 
of support system (Quick, Joplin, Nelson, & Quick, 1992) , control beliefs (Gianakos, 
2013), or maladaptive coping strategies (Shek, 1992) may be involved in this process. It 
would also be worthwhile to test whether gender identifications and social norms (Addis 
& Mahalik, 2003) could moderate the influence of self-reliance on help seeking. As 
self-reliance is a general coping strategy (Seyedfatemi et al., 2007), specifying the 
situations where self-reliance could be detrimental might be an approach to address 
students’ extreme self-reliance when experiencing suicidality. Scales that measure 
situation-specific self-reliance may be needed to better address this research goal. 
Suicide literacy: a modifiable factor with limited influence on help seeking 
The level of suicide literacy was found to be significantly associated with 
professional help-seeking beliefs among Chinese university students. Although the brief 
online psychoeducational program significantly increased the level of suicide literacy, it 
had limited influence on the help-seeking outcomes. This finding is similar to the results 
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of a previous suicide awareness campaign that had a positive influence on students’ 
suicide prevention knowledge but failed to influence help-seeking intentions or 
behaviours (Aseltine & DeMartino, 2004). Future suicide prevention interventions 
aiming to facilitate help-seeking outcomes may consider adding extra contents such as 
coping skills training to address self-reliance in addition to the traditional 
psychoeducation.  
Social support: positive influence on help seeking for suicidal ideation 
Compared to Australian university students, Chinese university students tended to 
have a more positive relationship with their parents but not with their friends. The 
supportive relationship with parents was significantly associated with more positive 
professional help-seeking beliefs and intentions among Australian university students. 
These findings suggest the potentially positive influence of a harmonious social network 
on individuals’ help seeking for suicidality. However, visualising one’s social network 
and improving communication skills may not be sufficient to improve students’ 
perceived social support based on the findings from the randomised controlled trial. It is 
therefore worthwhile to further investigate other approaches to increase students’ 
perceived or actual social support. In addition, it is also notable that around 60% of the 
Chinese university students and 30% of the Australian university students who 
expressed reluctance to seek professional help for their perceived suicidal ideation 
reported a willingness to seek help from either partner, family or friends. These findings 
suggest that future suicide prevention interventions may incorporate the students’ social 
network into interventions by promoting help seeking among students, as well as 
teaching them the skills to refer their peers to professionals, so as to increase their 
chances of receiving help.  
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Attitudes towards people who died by suicide   
Chinese university students had significantly higher stigmatising attitudes towards 
people who died by suicide than Australian university students, while Australian 
university students tended to glorify suicidal behaviour to a greater extent and attribute 
suicide to isolation and loneliness. However, stigmatising attitudes were not associated 
with any help-seeking outcomes among Chinese university students, but were 
negatively associated with professional help-seeking attitudes among Australian 
university students. A higher percentage of Australian university students who 
expressed a reluctance to seek professional help endorsed the statement “I worry about 
what others will think of me” compared to Chinese university students (40% vs 20%). 
Reasons for these findings were not explored in the current study. Further qualitative 
investigation in China and Australia may help delineate the ways in which stigma may 
influence professional help seeking for suicidality. 
It is also notable that a lack of awareness of the severity of the issue was reported 
by university students in both countries as an important reason for not seeking 
professional help for suicidal ideation. This finding suggests that literacy may be an 
important component of the help-seeking process, even though an improvement in 
literacy was not sufficient to modify help-seeking outcomes in the current study. This 
indicates that interventions may need to raise awareness of early signs and symptoms of 
suicide by highlighting that even “minor” symptoms are worthy of seeking help for. In 
addition, the high cost of mental health services was a significant barrier for Australian 
university students to seek help. Therefore, efforts are needed to raise awareness of 
more affordable service options, especially in Australia.  
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7.3 Conclusion 
This study provided the first evidence of Chinese university students’ professional 
help seeking for suicidal ideation. Around one-third of Chinese university students 
reported that they would be reluctant to seek professional help if they experienced 
suicidal ideation, which was similar to the proportion of Australian university students. 
However, Chinese university students had significantly less positive professional help-
seeking attitudes than their Australian counterparts. Greater self-reliance, lower suicide 
literacy, higher stigmatising attitudes, and lower social support were important barriers. 
A brief online intervention enhanced university students’ suicide literacy in both China 
and Australia, although increased suicide literacy was not sufficient to improve 
students’ help seeking. Future research is thus recommended to find accessible ways to 
modify factors associated with help seeking. This may include targeting self-reliance in 
a health-related context and perceived social support, which were shown to be 
associated with professional help seeking for suicidality among the student population. 
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APPENDIX A Quality assessment of the studies included in the systematic review 
Study 
Study participants 
well defined (time, 
place, personal 
characteristics)? 
Selection random or 
consecutive? 
Participant rate >80% or if 
participant rate is low, 
comparison 
respondents/nonrespondents 
described? 
Standardized, 
validated 
questionnaire or 
clear description of 
what outcomes were 
measured? 
Did the article 
report ethical 
review? 
Professional help-seeking intentions for perceived suicidal ideation among people with or without suicidality 
Calear et al. (2014) Yes Yes No Yes Yes 
Chan et al. (2014) Yes Yes No Yes Yes 
Wilson et al. (2011)  Yes Yes Cannot tell Yes Yes 
Curtis et al.(2010)  Yes Yes No No Yes 
Wilson et al. (2010)  Yes Yes Cannot tell Yes Yes 
Wilson et al. (2010)  Yes Yes Cannot tell Yes Yes 
Yakunina et al. (2010)  Yes Yes Cannot tell Yes Yes 
Skogstad et al. (2006)  Yes Yes No Yes Yes 
Wilson et al. (2005)  Yes Yes No Yes Yes 
Sakamoto et al.(2004)  Yes Yes Yes Yes No 
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Study 
Study participants 
well defined (time, 
place, personal 
characteristics)? 
Selection random or 
consecutive? 
Participant rate >80% or if 
participant rate is low, 
comparison 
respondents/nonrespondents 
described? 
Standardized, 
validated 
questionnaire or 
clear description of 
what outcomes were 
measured? 
Did the article 
report ethical 
review? 
Ciarrochi et al. (2003)  No Yes No Yes No 
Ciarrochi et al. (2001)  Yes Yes Cannot tell Yes No 
Deane et al. (2001)  No Yes Cannot tell Yes Yes 
Carlton et al.(2000)  Yes Yes No Yes Yes 
Deane et al. (1996)  Yes Yes Cannot tell Yes No 
Professional help-seeking behaviour among people with suicidality 
Meyer et al. (2015)  Yes Yes Cannot tell Yes No 
Ballard et al. (2014)  Yes Yes Cannot tell Yes Yes 
McKibben et al. 
(2014)  
Yes Yes No No Yes 
Wong et al. (2014)  Yes Yes No Yes Yes 
Vasiliadis et al. 
(2013)  
Yes Yes Yes Yes Yes 
Ahmedani et al. 
(2012)  
Yes Yes Yes Yes Yes 
Downs et al.(2012)  Yes Yes No Yes Yes 
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Study 
Study participants 
well defined (time, 
place, personal 
characteristics)? 
Selection random or 
consecutive? 
Participant rate >80% or if 
participant rate is low, 
comparison 
respondents/nonrespondents 
described? 
Standardized, 
validated 
questionnaire or 
clear description of 
what outcomes were 
measured? 
Did the article 
report ethical 
review? 
Encrenaz et al. (2012)  Yes Yes Cannot tell Yes Yes 
Husky et al. (2012)  Yes Yes Yes Yes Yes 
Routhier et al. (2012)  Yes Yes Not applicable Yes Yes 
Arria et al. (2011)  Yes Yes Yes Yes Yes 
Milner et al. (2010)  Yes Yes No Yes No 
Wu et al. (2010)  Yes Yes No Yes Yes 
Pagura et al.(2009)  Yes Yes No Yes Yes 
Freedenthal et al. 
(2007)  
Yes Yes No Yes No 
De Leo et al. (2005)  Yes Yes No Yes No 
Suicidal decedents’ health services use 
Law et al. (2015)  Yes Yes Not applicable Yes Yes 
Vasiliadis et al. 
(2015) 
Yes Yes Not applicable Yes Yes 
O’Neil et al. (2014) Yes Yes Not applicable Yes Yes 
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Study 
Study participants 
well defined (time, 
place, personal 
characteristics)? 
Selection random or 
consecutive? 
Participant rate >80% or if 
participant rate is low, 
comparison 
respondents/nonrespondents 
described? 
Standardized, 
validated 
questionnaire or 
clear description of 
what outcomes were 
measured? 
Did the article 
report ethical 
review? 
De Leo et al. (2013)  Yes Yes Not applicable Yes Yes 
Cho et al. (2013)  Yes Yes Not applicable Yes Yes 
Rhodes et al. (2013)  Yes Yes Not applicable Yes Yes 
Chang et al.  (2012)  Yes Yes Yes Yes Yes 
Loh et al. (2012)  Yes Yes Not applicable Yes No 
Sveticic et al. (2012)  Yes Yes Not applicable Yes No 
Basham et al. (2011)  Yes Yes Not applicable Yes Yes 
Kisely et al. (2011)  Yes Yes Not applicable Yes Yes 
Law et al. (2010)  Yes Yes Not applicable Yes Yes 
Seguin et al. (2010)  Yes Yes Yes Yes No 
Hamdi et al. (2008)  Yes Yes Not applicable Yes No 
Lee et al. (2008)  Yes Yes Not applicable Yes Yes 
Vassilas et al. (1997)  Yes Yes Not applicable No No 
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Study 
Were the data 
transcribed 
verbatim (i.e., 
were 
audiotapes, 
videotapes, or 
field notes 
used)? 
If interviews 
were 
conducted, 
were the 
questions 
predefined? 
If focus 
groups 
were used, 
was the 
facilitator 
trained? 
Was 
saturation 
mentioned
? 
Was there 
a 
description 
of how the 
research 
themes 
were 
identified? 
Were the 
research 
findings 
were 
analyzed by 
more 
than one 
assessor? 
Were 
participant 
answers 
reviewed for 
clarification 
(i.e., member 
check)? 
Were 
sequences 
from the 
original 
data 
presented 
(i.e., 
quotes)? 
Did the 
study 
report 
ethical 
review? 
Professional help-seeking intentions for perceived suicidal ideation among people with or without suicidality 
Curtis et al. 
(2010) 
Cannot tell Yes 
Not 
applicable 
No No Cannot tell Cannot tell Yes Yes 
Professional help-seeking behaviour among people with suicidality 
Czyz et al. 
(2013)  
Yes Yes 
Not 
applicable 
Cannot tell Yes Yes No Yes Yes 
Bullock et 
al. (2012)  
Yes Cannot tell 
Not 
applicable 
Cannot tell Yes No Cannot tell Yes Yes 
Freedenthal 
et al. (2007)  
Yes Yes 
Not 
applicable 
No Yes Yes No Yes Yes 
Strike et al. 
(2006)  
Yes Yes 
Not 
applicable 
No Yes Yes No Yes Yes 
De Leo et 
al.(2005)  
Yes Yes 
Not 
applicable 
No 
Not 
applicable 
No No No No 
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Study 
Were the data 
transcribed 
verbatim (i.e., 
were 
audiotapes, 
videotapes, or 
field notes 
used)? 
If interviews 
were 
conducted, 
were the 
questions 
predefined? 
If focus 
groups 
were used, 
was the 
facilitator 
trained? 
Was 
saturation 
mentioned
? 
Was there 
a 
description 
of how the 
research 
themes 
were 
identified? 
Were the 
research 
findings 
were 
analyzed by 
more 
than one 
assessor? 
Were 
participant 
answers 
reviewed for 
clarification 
(i.e., member 
check)? 
Were 
sequences 
from the 
original 
data 
presented 
(i.e., 
quotes)? 
Did the 
study 
report 
ethical 
review? 
Osvath et al. 
(2003)  
Cannot tell Yes 
Not 
applicable 
No No No No No No 
Suicidal decedents’ health services use 
Törnblom et 
al. (2015)  
No Yes 
Not 
applicable 
Yes Yes Yes No Yes Yes 
Moskos et 
al. (2007)  
Cannot tell Yes 
Not 
applicable 
No No No No Yes Yes 
Owens et al. 
(2005)  
Yes Yes 
Not 
applicable 
Yes No Yes No Yes Yes 
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APPENDIX C Ethics approval of conducting the cross-sectional survey in 
Australia 
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APPENDIX D Consent forms from Chinese universities to conduct the cross-
sectional survey 
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APPENDIX E Cross-sectional survey in English 
1. Please enter your current age in years: 
2. What is your gender?  
Please choose only one of the following:  
 Male 
 Female 
 Other  
 Prefer not to answer 
3. What is the highest level of education you have completed?  
Please choose only one of the following:  
 Primary school 
 Some secondary school 
 Year 10 or equivalent 
 Year 12 or equivalent 
 Certificate Level I-IV 
 Diploma/Associate Degree 
 Bachelor Degree 
 Graduate Diploma/Graduate Certificate 
 Masters degree 
 Doctoral degree 
 Prefer not to answer  
4. Are you currently a tertiary student? 
Please choose only one of the following:  
 Yes, I am an undergraduate student 
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 Yes, I am a postgraduate COURSEWORK student 
 Yes, I am a postgraduate RESEARCH student 
 No, I am not a student 
 Prefer not to answer 
5. Are you an international student? 
Please choose only one of the following:  
 Yes 
 No 
 Prefer not to answer 
6. Are you studying? 
Please choose only one of the following:  
 Full-time 
 Part-time 
 Prefer not to answer 
7. What is your major? 
Please write your answer here: 
8. What is your nationality? 
Please write your answer here: 
9. What language do you speak at home? 
Please choose only one of the following:  
 English only 
 English and another language 
 Another language only 
 Prefer not to answer 
10. Please specify what other language(s) you speak at home? 
Please write your answer here: 
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11. With which of the following religions or denominations do you identify? 
Please choose all that apply: 
 Atheism/None 
 Agnosticism 
 Anglican 
 Buddhism 
 Catholic 
 Hinduism 
 Islam 
 Judaism 
 Other Christian 
 Protestant 
 Prefer not to answer 
 Other: 
12. What is your current marital status? 
Please choose only one of the following: 
 Married or de facto 
 Widowed 
 Divorced or separated 
 Have never married but in a relationship 
 Have never married and not in a relationship 
 Prefer not to answer 
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13. If you were having personal or emotional problem, how likely is it that you would seek 
help from the following people or sources? 
Please choose the appropriate response for each item: 
 Highly unlikely Unlikely Likely Highly likely 
Intimate partner (e.g., 
girlfriend, boyfriend, 
husband, 
wife, de facto) 
        
Parents/family 
        
Friend (not related to you) 
        
Mental health professional 
(e.g. psychologist, social 
worker, counselor) 
        
Psychiatrist 
        
GP or generalist doctor 
        
Phone helpline (e.g. 
Lifeline) 
        
Informational website on 
the internet 
        
Self-help program on the 
internet 
        
Social media (e.g. Twitter, 
Facebook) 
        
I would not seek help from 
anyone 
        
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14. If you were having thoughts about suicide, how likely is it that you would seek help 
from the following people or sources? 
Please choose the appropriate response for each item: 
 Highly unlikely Unlikely Likely Highly likely 
Intimate partner (e.g., 
girlfriend, boyfriend, 
husband, 
wife, de facto) 
        
Parents/family 
        
Friend (not related to you) 
        
Mental health professional 
(e.g. psychologist, social 
worker, counselor) 
        
Psychiatrist 
        
GP or generalist doctor 
        
Phone helpline (e.g. 
Lifeline) 
        
Informational website on 
the internet 
        
Self-help program on the 
internet 
        
Social media (e.g. Twitter, 
Facebook) 
        
I would not seek help from 
anyone 
        
 
 181 
 
15. Why would you be unlikely to seek help from a psychiatrist?  
Please choose all that apply: 
 I prefer to deal with issues on my own. 
 I question how serious my needs are. 
 I worry about what others will think of me. 
 I have concern about privacy. 
 I get a lot of support from others, such as family and friends. 
 I don’t know how to access a psychiatrist. 
 I don’t think a psychiatrist could help me. 
 I don’t have access to a psychiatrist where I live. 
 It would cost too much money. 
 It would take too much time or effort. 
 I would not want to be given medication. 
 I would be afraid of being admitted to a mental institution. 
 Other: 
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16. Why would you be unlikely to seek help from a psychologist?  
Please choose all that apply: 
 I prefer to deal with issues on my own. 
 I question how serious my needs are. 
 I worry about what others will think of me. 
 I have concern about privacy. 
 I get a lot of support from others, such as family and friends. 
 I don’t know how to access a psychologist. 
 I don’t think a psychologist could help me. 
 I don’t have access to a psychologist where I live. 
 It would cost too much money. 
 It would take too much time or effort. 
 I would not want to be given medication. 
 I would be afraid of being admitted to a mental institution. 
 Other: 
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17. Why would you be unlikely to seek help from a GP/generalist doctor?  
Please choose all that apply: 
 I prefer to deal with issues on my own. 
 I question how serious my needs are. 
 I worry about what others will think of me. 
 I have concern about privacy. 
 I get a lot of support from others, such as family and friends. 
 I don’t know how to access a GP. 
 I don’t think a GP could help me. 
 I don’t have access to a GP where I live. 
 It would cost too much money. 
 It would take too much time or effort. 
 I would not want to be given medication. 
 I would be afraid of being admitted to a mental institution. 
 Other: 
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18. If you were having thoughts about suicide, how helpful do you think each of the 
following people or sources would be?  
Please choose the appropriate response for each item: 
 Highly unhelpful Unhelpful Helpful Highly helpful 
Intimate partner (e.g., 
girlfriend, boyfriend, 
husband, 
wife, de facto) 
        
Parents/family 
        
Friend (not related to 
you) 
        
Mental health 
professional (e.g. 
psychologist, social 
worker, counselor) 
        
Psychiatrist 
        
GP or generalist doctor 
        
Phone helpline (e.g. 
Lifeline) 
        
Informational website 
on the internet 
        
Self-help program on 
the internet 
        
Social media (e.g. 
Twitter, Facebook) 
        
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19. Read each statement carefully and indicate your degree of agreement using the scale 
below. In responding, please be completely candid. 
Please choose the appropriate response for each item: 
  Disagree Partly disagree Partly agree Agree 
If I was having personal or 
emotional problems, the first thing I 
would do is seek professional help. 
        
Talking with a professional about 
my personal or emotional problems 
is not the best way to resolve them. 
        
If I was having personal or 
emotional problems, I am sure that 
seeing a professional would be 
helpful. 
        
I would admire a person who dealt 
with their problems without getting 
professional help. 
        
I would want to get psychological 
help if I were worried or upset for a 
long period of time. 
        
When I need suggestions on how to 
deal with a personal problem, I 
know someone I can turn to. 
        
A person with an emotional 
problem is not likely to solve it 
alone; he or she is likely to solve it 
with professional help. 
        
Considering the time and expense 
involved in psychotherapy, it would 
have doubtful value for a person 
like me. 
        
A person should work out his or her 
own problems; getting 
psychological counselling would be 
a last resort 
        
Personal and emotional troubles, 
like many things, tend to work out 
by themselves. 
        
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20. Below are several reasons why you might choose not to seek help for a problem. Please 
rate the importance of each statement. 
Please choose the appropriate response for each item: 
  Very 
important 
Unimportant 
Moderately 
important 
Important 
Very 
important 
I would think less of myself 
for needing help. 
          
I don’t like other people 
telling me what to do. 
          
Nobody knows more about 
my problems than I do. 
          
I’d feel better about myself 
knowing I did not need help 
from others. 
          
I don’t like feeling 
controlled by other people. 
          
It would seem weak to ask 
for help. 
          
I like to make my own 
decisions and not be too 
influenced by others. 
          
I like to be in charge of 
everything in my life. 
          
Asking for help is like 
surrendering authority over 
my life. 
          
I do not want to appear 
weaker than my peers. 
          
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21. Here are a number of characteristics that may or may not apply to you. Please indicate 
the extent to which you agree or disagree with each statement. 
Please choose the appropriate response for each item: 
  1= never of 
definitely no 
2 3 4 5 6 7 8 
9=always or 
definitely yes 
I'd rather depend on myself than 
others. 
                  
It is important to me that I 
respect the decisions made by 
my groups. 
                  
I rely on myself most of the 
time; I rarely rely on others. 
                  
Parents and children must stay 
together as much as possible. 
                  
Winning is everything. 
                  
To me, pleasure is spending 
time with others. 
                  
I often do "my own thing." 
                  
My personal identity, 
independent of others, is very 
important to me. 
                  
The well-being of my 
coworkers is important to me. 
                  
It is important that I do my job 
better than others. 
                  
Family members should stick 
together, no matter what 
sacrifices are required. 
                  
Competition is the law of 
nature. 
                  
It is my duty to take care of my 
family, even when I have to 
sacrifice what I want. 
                  
When another person does 
better than I do, I get tense and 
aroused. 
                  
I feel good when I cooperate 
with others. 
                  
If a coworker gets a prize, I 
would feel proud. 
                  
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22. How strongly do you agree or disagree with the following statements? 
Please choose the appropriate response for each item: 
  Strongly 
disagree 
Disagree Agree 
Strongly 
agree 
There is really no way I can solve 
some of the problems I have. 
        
Sometimes I feel that I'm being 
pushed around in life. 
        
I have little control over the things 
that happen to me. 
        
I can do just about anything I really 
set my mind to do. 
        
I often feel helpless in dealing with 
the problems of life. 
        
What happens to me in the future 
mostly depends on me. 
        
There is little I can do to change 
many of the important things in my 
life. 
        
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23. Now please think about your family and friends. 
Please choose the appropriate response for each item: 
  
Never Rarely Sometimes Often 
How often do friends make you feel 
cared for? 
        
How often do they express interest 
in how you are doing? 
        
How often do friends make too 
many demands on you? 
        
How often do they criticise you?         
How often do friends create 
tensions or arguments with you? 
        
How often do family make you feel 
cared for? 
        
How often do family express 
interest in how you are doing? 
        
How often do they make too many 
demands on you? 
        
How often do family criticise you?         
How often do they create tensions 
or arguments with you? 
        
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24. How often do you have a drink containing alcohol? 
 
 Never 
 Monthly or less 
 2-4 times a month 
 2-3 times a week 
 4 or more times a week 
How many standard drinks containing alcohol do you have a typical day? 
 1 or 2 
 3 or 4 
 5 or 6 
 7 or 9 
 10 or more 
How often do you have six or more drinks on one occasion? 
 Never 
 Less than monthly 
 Monthly 
 Weekly 
 Daily or almost daily 
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25. Over the last 2 weeks, how often have you been bothered by any of the following 
problems? 
Please choose the appropriate response for each item: 
 
Not at all 
Several 
days 
More than 
half the day 
Nearly 
every day 
Little interest or pleasure in doing 
things 
        
Feeling down, depressed, or hopeless         
Trouble falling or staying asleep, or 
sleeping too much 
        
Feeling tired or having little energy         
Poor appetite or overeating         
Feeling bad about yourself — or that 
you are a failure or have let yourself or 
your family down 
        
Trouble concentrating on things, such 
as reading the newspaper or watching 
television 
        
Moving or speaking so slowly that 
other people could have noticed? Or 
the opposite — being so fidgety or 
restless that you have been moving 
around a lot more than usual 
        
Thoughts that you would be better off 
dead or of hurting yourself in some 
way 
        
Feeling nervous, anxious, on edge, or 
worrying a lot about different things 
        
Feeling restless so that it is hard to sit 
still 
        
Getting tired very easily         
Muscle tension, aches, or soreness         
Trouble falling asleep or staying 
asleep 
        
Trouble concentrating on things, such 
as reading a book or watching TV 
        
Becoming easily annoyed or irritable         
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26. Read each statement carefully and indicate your degree of agreement using the scale 
below. In responding, please be completely candid. 
Please choose the appropriate response for each item: 
 
True False Don’t know 
A suicidal person will always be suicidal 
and entertain thoughts of suicide. 
      
Very few people have thoughts about 
suicide. 
      
If assessed by a psychiatrist, everyone 
who kills themselves would be diagnosed 
as depressed. 
      
Talking about suicide always increases 
the risk of suicide. 
      
People who talk about suicide rarely kill 
themselves. 
      
People who want to attempt suicide can 
change their mind quickly. 
      
Not all people who attempt suicide plan 
their attempt in advance. 
      
Most people who suicide are psychotic.       
There is a strong relationship between 
alcoholism and suicide. 
      
People who have thoughts about suicide 
should not tell others about it. 
      
Seeing a psychiatrist or psychologist can 
help prevent someone from suicide. 
      
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27. Using the scale below, please rate how much you agree with the descriptions of people 
who take their own lives (suicide). In general, people who die by suicide are: 
Please choose the appropriate response for each item: 
 
Strongly 
disagree Disagree Neutral Agree 
Strongly 
agree 
brave           
dedicated           
an embarrassment           
immoral           
isolated           
lonely           
lost           
noble           
pathetic           
shallow           
strong           
vengeful           
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28. Please read each of the following statements carefully and tick every statement that 
applies to you. 
Please choose all that apply: 
 I have watched a movie or television show which involved a character killing 
themselves. 
 I have watched a documentary on television centred around the issue of suicide. 
 I have worked with a colleague who has attempted suicide. 
 I have provided services to someone who has attempted suicide. 
 An acquaintance of mine has attempted suicide. 
 A relative of mine has attempted suicide. 
 A close friend of mine has attempted suicide. 
 I have lived with someone who has attempted suicide. 
 I have attempted suicide myself. 
 I have not had any contact with topic of suicide. 
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29. In the past month, how often have you had thoughts about suicide? 
Please choose only one of the following: 
 0=Never 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10=Always 
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30. In the past month, how much control have you had over these thoughts? 
Please choose only one of the following: 
 0=No control 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10=Full control 
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31. In the past month, how close have you come to making a suicide attempt? 
Please choose only one of the following: 
 0=Not at all close 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10=Have made an attempt 
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32. In the past month, to what extent have you felt tormented by thoughts about suicide? 
Please choose only one of the following: 
 0=Not at all 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10=Extremely 
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33. In the past month, how much have thoughts about suicide interfered with your ability 
to carry out daily activities, such as work, household tasks or social activities? 
Please choose only one of the following: 
 0=Not at all 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10=Extremely 
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APPENDIX F Cross-sectional survey in Chinese 
1. 您的年龄（请填数字）: 
2. 您的性别?  
请只选择下面的一项:  
 男 
 女 
 其他  
 拒绝回答 
3. 您接受过最高程度的教育水平是?  
请只选择下面的一项:  
 小学 
 初中 
 中职、中专 
 高中 
 高职、大专 
 本科 
 硕士 
 博士 
 拒绝回答 
4. 您当前在接受高等教育吗？ 
请只选择下面的一项: 
 是的，我是一名本科生 
 是的，我是一名专业硕士/博士研究生 
 201 
 
 是的，我是一名学术硕士/博士研究生 
 不，我不是学生 
 拒绝回答 
5. 您是国际学生吗? 
请只选择下面的一项: 
 是 
 否 
 拒绝回答 
6. 您的学习情况： 
请只选择下面的一项:  
 全日制 
 非全日制 
 拒绝回答 
7. 您的专业是? 
请在此填写您的回答: 
8. 您的国籍是? 
请在此填写您的回答: 
9. 您在家中说哪种语言? 
请只选择下面的一项:  
 中文 
 中文和中文外的一种语言 
 只是中文外的一种语言 
 拒绝回答 
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10. 请注明您在家里说的其他语言是什么? 
请在此填写您的回答: 
11. 您的宗教信仰是什么? 
请选择所有符合条件的: 
 无神论/无 
 相信有神明，但是不参与任何宗教组织 
 佛教 
 道教 
 伊斯兰教 
 天主教 
 基督教 
 印度教 
 犹太教 
 其他基督教 
 新教 
 拒绝回答 
 其他： 
12. 请问您目前的婚姻状况是? 
请只选择下面的一项:  
 已婚或同居 
 丧偶 
 离婚或分居 
 从未结婚，但在恋爱中 
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 从未结婚，也没有在恋爱中 
 拒绝回答 
 
13. 如果您有个人或者情绪上的问题，您是否会向以下的人或资源寻求帮助? 
请为每一项选择合适的反馈项: 
 极不可能 不太可能 可能 极有可能 
另一半（例如, 女友, 男
友, 丈夫, 妻子） 
        
父母/家人 
        
朋友（无亲缘关系的） 
        
心理健康专家（例如, 心
理学家, 社工, 心理咨询
师） 
        
精神科医师 
        
其他科室医生 
        
电话热线服务（例如, 自
杀干预热线） 
        
互联网上的网站 
        
互联网上互助活动（例
如, QQ群, 百度贴吧, 豆
瓣） 
        
社交媒体（例如, 微博, 
人人网） 
        
我不会寻求任何人的帮
助 
        
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14. 如果您有自杀的想法，您是否会向以下的人或资源寻求帮助? 
请为每一项选择合适的反馈项: 
 极不可能 不太可能 可能 极有可能 
另一半（例如, 女友, 男友, 
丈夫, 妻子） 
        
父母/家人 
        
朋友（无亲缘关系的） 
        
心理健康专家（例如, 心理
学家, 社工, 心理咨询师） 
        
精神科医师 
        
其他科室医生 
        
电话热线服务（例如, 自杀
干预热线） 
        
互联网上的网站 
        
互联网上互助活动（例如, 
QQ群, 百度贴吧, 豆瓣） 
        
社交媒体（例如, 微博, 人
人网） 
        
我不会寻求任何人的帮助 
        
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15. 为什么您不太可能寻求精神科医师的帮助?  
请选择所有符合条件的： 
 我宁愿自己应付问题. 
 我会质疑我的需求是不是有这么严重. 
 我担心别人会怎么看我. 
 我担心我的隐私问题. 
 我得到很多来自他人比如和家人和朋友的支持. 
 我不知道如何找到精神科医师看病. 
 我不认为一个精神科医师能帮助我. 
 我住的附近没有精神科医师. 
 太费钱. 
 太费时间和精力. 
 我不想吃药. 
 我害怕会被送进精神病院. 
 其它: 
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16. 为什么您不太可能寻求心理健康专家的帮助?  
请选择所有符合条件的： 
 我宁愿自己应付问题. 
 我会质疑我的需求是不是有这么严重. 
 我担心别人会怎么看我. 
 我担心我的隐私问题. 
 我得到很多来自他人比如和家人和朋友的支持. 
 我不知道如何找到心理医生看病. 
 我不认为一个心理医生能帮助我. 
 我住的附近没有心理医生. 
 太费钱. 
 太费时间和精力. 
 我不想吃药. 
 我害怕会被送进精神病院. 
 其它: 
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17. 为什么您不太可能寻求其他科室医生的帮助?  
请选择所有符合条件的： 
 我宁愿自己应付问题. 
 我会质疑我的需求是不是有这么严重. 
 我担心别人会怎么看我. 
 我担心我的隐私问题. 
 我得到很多来自他人比如和家人和朋友的支持. 
 我不知道如何找到其他科室医生看病. 
 我不认为一个其他科室医生能帮助我. 
 我住的附近没有其他科室医生. 
 太费钱. 
 太费时间和精力. 
 我不想吃药. 
 我害怕会被送进精神病院. 
 其它: 
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18. 如果您有自杀的想法，您认为以下的人或资源会有多大的帮助?  
请为每一项选择合适的反馈项: 
 非常没有帮助 没有帮助 有帮助 非常有帮助 
另一半（例如, 女友, 
男友, 丈夫, 妻子） 
        
父母/家人 
        
朋友（无亲缘关系
的） 
        
心理健康专家（例如, 
心理学家, 社工, 心理
咨询师） 
        
精神科医师 
        
其他科室医生 
        
电话热线服务（例如, 
自杀干预热线） 
        
互联网上的网站 
        
互联网上互助活动
（例如, QQ群, 百度
贴吧, 豆瓣） 
        
社交媒体（例如, 微
博, 人人网） 
        
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19. 请仔细阅读以下每一条陈述, 指出您在多大程度上同意这些观点. 
请为每一项选择合适的反馈项: 
  不同意 有些不同意 有些同意 同意 
如果我有个人或情绪问题，我首
先会向专业人士寻求帮助 
        
与专业人士谈论我的个人或情绪
问题不是解决这些问题的最佳途
径 
        
如果我有个人或情绪问题，我相
信与专业人士交谈会有帮助 
        
我很佩服那些可以不寻求任何专
业帮助, 自己解决问题的人 
        
如果我已经持续忧虑或沮丧很长
一段时间了，我会希望得到心理
方面的帮助 
        
如果我需要关于如何处理个人问
题的建议，我知道我可以找谁交
谈 
        
他/她很可能通过专业人士的帮助
以解决这个问题 
        
考虑到参与心理治疗的时间和费
用，对我这样的人而言，其价值
值得怀疑 
        
向心理咨询师求助是不得已而为
之 
        
个人和情感上的烦恼，就像很多
事情那样，往往会自己消失 
        
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20. 以下是您不选择寻求帮助的几个原因，请对于每个陈述进行评价. 
请为每一项选择合适的反馈项: 
  非常不
重要 
不重要 有点重要 重要 非常重要 
我很少考虑自己是否需要帮助 
          
我不喜欢别人告诉我该怎么做 
          
没人比我更了解自己的问题 
          
知道我不需要别人的帮助会让
自我感觉会好一些 
          
我不喜欢被其他人控制的感觉 
          
寻求帮助似乎是示弱的表现 
          
我喜欢自己做决定，而不是太
过受他人影响 
          
我喜欢在我的生活中掌管一切 
          
求助对我而言，就像放弃我的
生活自主权 
          
我不想看起来比我的同龄人弱 
          
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21. 这里有一些特点，可能适用或者不适用于您。请指出多大程度上您同意或不同意以下
每个陈述. 
请为每一项选择合适的反馈项: 
 1= 从不或
者肯定无 
2 3 4 5 6 7 8 
9=一直或
者肯定是 
我宁愿靠自己而不靠别人 
                  
尊重我的团队所作出的决定对
我来说很重要 
                  
我大部分时间靠自己，我很少
依赖别人 
                  
家长和孩子(未成年)必须尽可
能住在一起 
                  
胜利就是一切 
                  
对我来说，快乐是花时间与他
人相处 
                  
我经常做“我自己的事情” 
                  
拥有独立于他人的个人特质, 
对我来说非常重要 
                  
与我共事的人健康快乐对我很
重要 
                  
我的工作做的比他人好, 对我
很重要的 
                  
家庭成员应该团结在一起，无
论需要付出什么样的牺牲 
                  
竞争是自然规律 
                  
照顾我的家人是我的责任，即
使我不得不牺牲我想要的 
                  
如果另一个人做的比我做的
好，就会激起我的不安和让我
感到紧张 
                  
当我与别人合作时我感觉很好 
                  
如果一个与我共事的人得了
奖，我会感到自豪 
                  
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22. 您在多大程度上同意以下陈述? 
请为每一项选择合适的反馈项: 
  
完全不同意 不同意 同意 完全同意 
对于我的一些问题，我实在没有
办法解决 
        
有时候我觉得自己在生活中受人
摆布 
        
对于发生在自己身上的事情，我
难以控制 
        
任何我真正下定决心的事情，我
都能做到 
        
在处理生活中的问题时，我经常
感到无助 
        
未来发生在我身上的事情大部分
取决于我 
        
对于我生命中的许多重要事情，
我基本无法改变 
        
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23. 现在请思考您的家人与朋友. 
请为每一项选择合适的反馈项: 
  
从不 较少 有时 经常 
朋友们是否经常让你感到被关心?         
对于你正在做的事情，他们是否
经常表现出兴趣? 
        
朋友们是否经常向你提出过多要
求? 
        
他们是否经常批评你?         
朋友们是否经常制造紧张气氛，
或与你争论? 
        
家人是否经常让你感到被关心?         
对于你正在做的事情，他们是否
经常表现出兴趣? 
        
家人们是否经常向你提出过多要
求? 
        
他们是否经常批评你?         
家人们是否经常制造紧张气氛，
或与你争论? 
        
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24. 您是否经常饮用含有酒精的饮料? 
 
 从来没有 
 每月一次或更少 
 每月 2-4次 
 每周 2-3 次 
 每周 4次以上 
您喝酒的时候，通常您一天会饮用多少标准杯的酒精饮料? 
 1 或 2杯 
 3或 4杯 
 5或 6杯 
 7或 9杯 
 10杯或更多 
您多久会一次饮用六杯或六被以上标准杯的酒精饮料? 
 从来没有 
 少于每月一次 
 每月一次 
 每周一次 
 每天或几乎每天 
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25. 在过去的两星期中，有多少时候您受到以下任何问题所困扰? 
请为每一项选择合适的反馈项: 
 完全不会 好几天 
一半以上
的天数 
几乎每天 
做事时提不起劲或没有乐趣         
感到心情低落, 沮丧或绝望         
入睡困难, 睡不安稳或睡眠过多         
感觉疲倦或没有活力         
食欲不振或吃太多         
觉得自己很糟-或觉得自己很失败，
或让自己或家人失望 
        
对事物专注有困难，例如阅读报纸
或看电视时 
        
动作或说话速度缓慢到别人已经察
觉 或正好相反-烦躁或坐立不安, 动
来动去的情况更胜于平常 
        
有种不如死掉或用某种方式伤害自
己的念头 
        
感到不安、担心及烦躁         
不能停止或无法控制担心         
对各种各样的事情担忧过多         
很紧张，很难放松下来         
非常焦躁，以至无法静坐         
变得容易烦恼或易被激怒         
感到好像有什么可怕的事会发生         
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26. 请阅读以下陈述，并对其正误作出选择. 
请为每一项选择合适的反馈项: 
 
正确 错误 不知道 
有自杀倾向的人总是倾向自杀，总是
有自杀的想法. 
      
很少有人想到过自杀.       
如果由精神病医生进行诊断，所有自
杀的人都应该会被诊断为抑郁发作. 
      
谈论自杀相关的问题总会提高自杀的
风险. 
      
讨论自杀的人很少自杀.       
想尝试自杀的人能够很快改变他们的
念头. 
      
不是所有尝试自杀的人都会事先计划.       
大多数自杀的人都有精神问题.       
酗酒与自杀之间有紧密的关联.       
有自杀想法的人不应该向他人透露.       
看精神病医生和心理咨询师可以帮助
防止某些人自杀. 
      
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27. 请使用下列量尺评价你在多大程度上同意其作为自杀者的描述。总体而言，自杀的人
是: 
请为每一项选择合适的反馈项: 
 完全不同意 不同意 中立 同意 完全同意 
勇敢的           
献身的           
令人尴尬的           
不道德的           
孤立的           
孤独的           
迷茫的           
高尚的           
肤浅的           
坚强的           
愚蠢的           
心存报复的           
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28. 请仔细阅读以下陈述，并选择适用于您的所有陈述. 
请选择所有符合条件的: 
 我观看过包含角色自杀的电影或电视剧. 
 我在电视上观看过关于自杀问题的纪录片. 
 我与一位曾尝试自杀的同事共事过. 
 我曾为尝试自杀的人提供服务. 
 我的一位熟人曾尝试过自杀. 
 我的一位亲属曾尝试自杀. 
 我的一位密友曾尝试自杀. 
 我曾与尝试过自杀的人同住. 
 我自己曾尝试自杀. 
 我从未接触自杀这一话题. 
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29. 在过去的一个月中，你自杀想法出现的频度如何? 
请只选择下面的一项: 
 0=从未有过 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10=总有 
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30. 在过去的一个月中，你对自杀想法的控制程度如何? 
请只选择下面的一项: 
 0=无法控制 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10=完全控制 
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31. 在过去的一个月中，你距离一次真正的自杀行为有多接近? 
请只选择下面的一项: 
 0=完全没有尝试过 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10=已经尝试过一次 
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32. 在过去的一个月中，你在多大程度上受到关于自杀想法的折磨? 
请只选择下面的一项: 
 0=完全没有折磨 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10=极度受折磨 
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33. 在过去的一个月中，自杀想法在多大程度上干扰了你的日常生活能力，比如工作、家
务或社交? 
请只选择下面的一项: 
 0=完全没有干扰 
 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
 10=极度干扰 
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APPENDIX G Factor loadings for items from the Chinese version of the Stigma of 
Suicide Scale 
 
                              Factor loadings 
Items Isolation Glorification Stigma 
Lonely 0.861 -0.092 0.151 
Isolated 0.767 -0.077 0.247 
Lost 0.714 -0.120 0.163 
Irresponsible 0.434 -0.390 0.337 
Disconnected 0.433 -0.065 0.396 
Strong -0.217 0.767 -0.022 
Noble -0.104 0.739 -0.004 
Dedicated -0.049 0.629 0.062 
Brave 0.020 0.560 -0.019 
Immoral 0.231 0.091 0.629 
Stupid 0.173 -0.301 0.589 
Shallow 0.057 -0.130 0.583 
An embarrassment 0.250 0.241 0.533 
Vengeful 0.034 0.235 0.520 
Pathetic 0.219 -0.087 0.402 
Cowardly  0.225 -0.366 0.386 
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APPENDIX H Participation information sheet of the cross-sectional survey in 
English 
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APPENDIX I Participation information sheet of the cross-sectional survey in 
Chinese 
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APPENDIX J Ethics approval of conducting the randomised control trial in 
Australia and China 
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APPENDIX K Consent forms from Chinese universities to conduct the 
randomised control trial 
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APPENDIX L Participation information sheet of the randomised controlled trial 
in English 
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APPENDIX M Participation information sheet of the randomised controlled trial 
in Chinese 
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APPENDIX N Thank you page in English and Chinese 
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APPENDIX O The content of the ProHelp program in English 
Module One 
Scenario one: facts about suicide ideation and attempts 
Life is like a cardiogram - goes up and down. People may suffer from suicidal thoughts during 
their darkest time. Having suicidal thoughts does not necessarily mean those people do not have 
a plan for the future. People who experience suicidal thoughts or behaviours are not simply 
doing it to manipulate others or attract attention. Rather, people who have thoughts of suicide 
are often experiencing overwhelming feelings of despair and isolation, and have difficulty in 
finding positive ways to cope. Not all people who attempt suicide plan their attempt in advance 
and they may change their mind quickly.  
 
Scenario two: facts about talking about suicide 
People who talk or joke about suicide may be at risk for having suicidal thoughts or attempts. It 
often helps to talk about their suicidal thoughts to a trusted friend, family member or doctor. 
Evidence suggests that respectfully discussing the topic of suicide does not increase the risk of 
suicide, and having support available can help. Encouraging people with suicidal thoughts to get 
professional help can be particularly important. If you feel someone you know is at risk of 
attempting suicide, it’s okay to ask them directly ‘‘Are you thinking about killing yourself?’’  
Follow up with them and be open to what they say, and encourage them to see a doctor, 
psychologist or other health professional. 
 
Scenario three: risk factors associated with suicide 
There are several risk factors associated with suicide. People who are depressed, anxious or 
agitated may be at a higher risk of suicide. Suicidal ideation, previous suicide attempt and 
presence of mental disorders are important risk factors for suicide. A person who has made a 
past suicide attempt is more likely to attempt suicide again than someone who has never 
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attempted. A time of high suicide risk in depression is at the time when the person begins to 
improve. Other risk factors include interpersonal problems (e.g., relationship breakdown), 
experiencing a traumatic event or abuse, financial difficulties, substance use, or job loss.  
 
Scenario four: warning signs of suicide 
There may often be warning signs before a person attempts suicide. Many people considering 
suicide will reach out for help at some stage, usually to friends or family. They may also go 
through a change in their character or behaviour. Other signs may include: 1. Talking about 
wanting to die or to kill oneself; talking about feeling hopeless or having no reason to live; 
talking about being a burden to others. 2. Withdrawal from friends and social activities; loss of 
interest in previously pleasurable activities. 3. Sudden and striking personality changes; 
increasing the use of alcohol or drugs; displaying extreme mood swings. 4. Making 
arrangements; setting one's affairs in order, or giving away prized possessions. However, many 
suicides are preventable, so being aware of changes in behaviour and getting professional help 
can make an important difference. 
 
Scenario five: stigma towards suicidal persons 
Suicidal people may be stigmatised by being made to feel shameful, weak, selfish or attention-
seeking. (Recommend terms shown in “flash” effect) This may worsen suicidal thinking and 
prevent individuals from getting appropriate professional help. However, suicide does not occur 
out of weakness or selfishness, but usually stems from mental illness and overwhelming despair. 
Understanding the breadth of issues suicidal individuals have to face may lead to less stigma 
and better support. 
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Scenario six: stigma towards help seeking 
Many people with suicidal behaviours have strong negative feelings about themselves that they 
don’t realise they can change. Although health professionals play a vital role in helping suicidal 
individuals, partners, friends, and family can all help in providing positive support to suicidal 
individuals.  
If someone tells you that they are thinking about suicide, you should encourage them to get 
professional help. Professionals are best equipped to help people who are thinking about 
suicide. Here is a list of resources that might be helpful if you know someone who is 
experiencing thoughts of suicide. 
 
Module Two 
You may face different challenges in your life. Sometimes you can solve these challenges by 
yourself, while other times you need help.  Seeking help from others is not a sign of weakness, 
but a way to show that how you can benefit from other people’s strengths.   
 
There are a lot of people in the community who you might draw from in challenging times. 
Make a map of everyone that you come in contact with. Start from your immediate family, your 
wider family, your friends, peers, and acquaintances. Think about all of the social groups you 
belong to, such as school, work, community groups, sports or arts groups. Think about the 
professionals you come across, such as your doctor, teacher or lawyer.  Visualizing your social 
network by creating a social map may help you better organize your social resources. 
Sometimes people find that important links may be missing in their social map. If this happens 
to you, try to meet new people and review old ties. Going out with people who have similar 
interests with you might be a good start.  
Now, it is time to use your social map.  
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First step, imagine you were experiencing a problem. Rate how comfortable you would be if 
talking to each specific person about your problem. For example, if you were “feeling low”, 
who could you tell, and who do you think would be most helpful? Consider other potential 
problems, such as “experiencing financial difficulties”, “relationship problems” or “study 
stress”. Mapping out all of your connections might help you realize the community you are in, 
and visualize the support options that you have. 
 
Second step, imagine you were about to discuss your problem with a person on your map. Do 
you feel comfortable or anxious? If you find talking about your current feelings to others 
challenging, starting out talking about things that are not emotional may help you to feel 
comfortable in the situation. You may choose an acquaintance to talk about your study, the 
news, or some interesting experience. Stick to the facts of when, where, what, who and so on, 
without including your feelings or opinions.  When you are comfortable with talking about 
facts, then you could start talking about your thoughts, feelings and needs. You could talk about 
your tastes in music, or your plans for study or work. Tell the person what you think about the 
topic, how you feel about it, and what needs or wants you have regarding the topic. You could 
first focus on topics that related to the past or the future. Then when you are comfortable, you 
could start to share what you think, feel, and need right now with this person.  
 
While sharing your emotions with someone you are familiar with can be helpful, sometimes it is 
not enough. Having professional guidance can help you to challenge unhelpful or distressing 
thoughts. Therefore, if you or someone you know is experiencing mental distress or suicidal 
thoughts, seeking advice from a professional such as a psychiatrist, psychologist or GP is often 
the best choice.  General practitioners, psychologists, and psychiatrists are professionally trained 
workers who have a breadth of knowledge and practical experience to help people who are 
going through a difficult time. Some people are reluctant to seek professional help because they 
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have had an unpleasant previous experience with their doctor. However, just like it takes time 
and effort to make a lifelong friend, it also takes time and effort to find the most suitable doctor.  
 
If you haven’t already mapped your support network, try doing it now. Include your family, 
friends, people you know from work, school or community groups and professionals. 
Remember, you are not alone when you are facing problems and when things get tough you 
don’t have to struggle alone – professionals are there to help.   
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APPENDIX P The screenshot of the ProHelp program in English 
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APPENDIX Q The screenshots of the Placebo program in English 
 
Christopher deCharms: A look inside the brain in real time  
https://www.ted.com/talks/christopher_decharms_scans_the_brain_in_real_time  
 
Dean Ornish: Your genes are not your fate 
https://www.ted.com/talks/dean_ornish_says_your_genes_are_not_your_fate?language=en#t-
58774 
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APPENDIX R The invitations and reminders of the ProHelp program in English 
and Chinese 
Baseline survey reminder 
Subject heading: Reminder to complete the baseline survey 
 
Hello, 
Thanks again for showing interest in the ‘Promoting Mental Health’ study. We have 
noticed that you haven’t yet completed the baseline survey, which was made available 
on the website 5 days ago. Please login via https://prohelpau.blackdoghealth.org.au to 
complete this survey as soon as you can, as you will need to complete the survey before 
access is provided to your program. We would like to ask that you do this within 5 days, 
as you will not be able to participate after this time. 
Thank you again for participating in this study. If you have any questions, please do not 
hesitate to contact us at Jin.han@anu.edu.au. 
Sincerely, 
The Promoting Mental Health Project Team 
 
完成基本调查的通知 
再次感谢您对“促进求助行为”研究的兴趣。我们注意到您还未完成五天前在网 
站上发布的基本调查。请您登录 https://prohelpch.blackdoghealth.org.au,并尽快完成
调查。我们希望您能在五天内将调查填写完毕, 逾期您将无法再参与此项目。 再
次感谢您参与此次研究。如果您有任何疑问, 请立即通过邮箱 jin.han@anu.edu.au.
联系我们。 
祝好 
促进心理健康项目组 
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Invitation to post-test survey 
Subject heading: Post-test survey invitation 
 
Hello, 
Thanks for completing the Promoting Mental Health program. 
We now invite you to login to the study portal via 
https://prohelpau.blackdoghealth.org.au and complete the post-test survey, which will 
take about 20 minutes to complete. 
Thank you again for participating and we look forward to your feedback! You will 
receive another invitation to fill in the final survey in one month.  
Sincerely, 
The Promoting Mental Health Project Team 
 
 
后续调查邀请 
您好： 
感谢您完成促进心理健康项目。 
我们现在邀请您再次登录 https://prohelpch.blackdoghealth.org.au完成后续调查。这
大约将花费您 20分钟左右的时间，您的答案对我们非常有价值。 
再次感谢您的参与，我们期待您的反馈！1个月后，您将会收到最后一个调查的
邀请。 
祝好， 
促进心理健康项目组 
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Post-test survey reminder 
Subject heading: Reminder to complete the post-test survey 
 
Hello, 
We have noticed that you have not yet completed the post-test survey, which was made 
available on the portal 5 days ago. Please login to 
https://prohelpau.blackdoghealth.org.au to complete them at your next possible 
convenience. It will take about 20 minutes to complete and your answers are very 
valuable to us. 
Sincerely, 
The Promoting Mental Health Project Team 
 
 
后续调查的提醒 
您好： 
我们注意到您还没有完成五天前在网站上发布的后续调查。 
请您在方便的时间登陆 https://prohelpch.blackdoghealth.org.au并完成这些内容。 
这将花费您大约 20分钟的时间，您的答案对我们非常有价值。 
祝好， 
促进心理健康项目组 
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Invitation to One-month follow-up survey 
Subject heading: One-month follow-up survey invitation 
 
Hello again from the Promoting Mental Health Project Team! 
We hope you’ve been going well. We’re sending you this email to let you know that the 
final follow-up survey is now available for you to complete in the online study portal. 
Please login as soon as you can via https://prohelpau.blackdoghealth.org.au. It’ll take 
you approximately 20 minutes to complete. This will be the final survey you are invited 
to complete as part of the study. We thank you again for all the time you have 
committed to this project. 
Sincerely, 
The Promoting Mental Health Project Team 
 
邀请您参加一个月的跟踪调查 
您好： 
我们希望您最近一切顺利。 
这封邮件是希望您知晓最终的调查已经上传至网站。请您尽快登陆
https://prohelpch.blackdoghealth.org.au完成此项调查。这次调查会花费您大约 20
分钟的时间。 
这是研究中需要您完成的最后一次调查。再次感谢您一直以来对该项目的贡献。 
祝好， 
促进心理健康项目组 
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One-month follow-up survey reminder 
Subject heading: Reminder to complete the one-month follow-up survey 
 
Hello, 
We hope all is going well. We have noticed that you haven’t yet completed your one-
month follow-up survey. Please login as soon as you can via 
https://prohelpau.blackdoghealth.org.au (https://prohelpch.blackdoghealth.org.au) to 
complete this survey. The data you provide is vital to our research! Thank you again for 
your ongoing participation. 
Sincerely, 
The Promoting Mental Health Project Team 
 
 
提醒您完成一个月的跟踪调查 
您好： 
希望您最近一切顺利。我们注意到您还没有完成一个月的跟踪调查。 
请尽快登录 https://prohelpch.blackdoghealth.org.au完成该调查。 
您提供的数据对我们的研究至关重要！再一次感谢您一直以来的参与。 
祝好， 
促进心理健康项目组 
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APPENDIX S Facebook advertisement and the SONA system 
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APPENDIX T Questionnaires used in the randomised controlled trial that are not 
included in the cross-sectional surveys in English 
Measure Question Value 
Age I am aged between 18 and 30. No (1) 
Yes (0) 
Student I am currently a tertiary student. No (1) 
Yes (0) 
Email I have a valid email address. No (1) 
Yes (0) 
Location I am currently located in Australia. No (1) 
Yes (0) 
Language I am comfortable reading English. No (1) 
Yes (0) 
Attempt Have you attempted suicide in the past year? No (0) 
Yes (1) 
Diagnosis Have you ever been diagnosed with a psychotic 
disorder such as schizophrenia? 
No (0) 
Yes (1) 
If on any of these items a ‘1’ is endorsed, redirect to Thank you/referral page. 
Demographics Values 
How old are you?  18,19,20,21...30, Prefer not to answer (0) 
What is your gender? Male (0) 
Female (1) 
Other (2) 
Prefer not to answer (3) 
Are you currently a tertiary student? Yes, I am an undergraduate student.  (0) 
Yes, I am a postgraduate student. (1) 
Other (2)  
Prefer not to answer (3) 
Are you an international student?  
 
Yes (1)  
No (0) 
Prefer not to answer (3) 
What is your major? 
 
(open field) 
What is your nationality? Australian (0) 
Other (1) Please enter your nationality: 
Prefer not to answer (2) 
What language do you speak at home? English only (0) 
English and another language (1) 
Another language only (2) 
Prefer not to answer (3) 
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Web literacy Values 
Are you familiar and comfortable with navigating through 
websites and web applications? 
Yes, very familiar and 
comfortable. (0) 
Somewhat familiar 
and comfortable. (1) 
No, not familiar or 
comfortable. (2) 
The actual help seeking questionnaire Values 
Tick any of these who you have gone to for advice or help 
in the past month when you had thoughts about suicide. 
1) Intimate partner (e.g., girlfriend, boyfriend, husband, 
wife, de facto) 
2) Parents/family 
3) Friends (not related to you) 
4) Psychologists 
5) Psychiatrists 
6) Other mental health professionals (e.g., social workers, 
or counsellors) 
7) GP/generalist doctor 
8) Teachers (e.g. professors, or advisors) 
9) Phone helplines (e.g. Lifeline) 
10) Informational websites on the internet 
11) Self-help programs on the internet 
12) Social media (e.g. Twitter, Facebook) 
13) Others (not list above) 
14) I have not sought help from anyone for my problem 
If you have chosen “others (not listed above)”, please enter 
whom you have gone to for advice or help in the past 
month. 
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Preparedness to assist a suicidal friend Values 
Imagine a close friend came to you and said that they had 
been thinking about suicide for several weeks. How 
much do you agree with the following statements? 
  
1) I would take my friend’s situation seriously. 
2) I would be comfortable in listening to my friend. 
3) I would feel confident in knowing how to act. 
4) I would ask my friend about his/her feelings. 
5) I would recommend my friend seek help from a health 
professional. 
6) I would be able to explain to my friend how to locate 
and contact a health professional for help. 
7) I would be able to explain to my friend what to expect 
at an initial consultation with a health professional.  
8) I would be able to explain to my friend the types of 
help or treatment that health professionals generally 
provide for people who are having thoughts about 
suicide.  
Strongly disagree (0) 
Disagree (1) 
Neither agree nor 
disagree (2) 
Agree (3) 
Strongly agree (4)  
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Internet evaluation and utility 
questionnaire 
Values 
The following questions are about your 
use of the web program: 
1) How easy was the web program to use? 
2) How convenient was the web program 
to use? 
3) How much did the web program keep 
your interest and attention? 
4) How much did you like the web 
program? 
5) How much did you like the way the web 
program looked? 
6) How concerned were you about your 
privacy in using this web program? 
7) How satisfied were you with the web 
program? 
8) How acceptable did you find the web 
program? 
9) How useful did you find the information 
in the web program? 
10) How easy was the information to 
understand in this web program? 
11) How trustworthy was the information 
in the web program? 
12) If you want to learn more about 
suicide prevention or professional help 
resources in the future, how likely would 
you be to come back to this web program? 
13) How good of a method was the 
internet for delivering this program? 
Not at all (1)       
Slightly (2)      
Somewhat (3)             
Mostly (4)             
Very   (5) 
 
Additional evaluative items Values 
How much of the web program did you 
read? 
None (0) 
Part of it (1) 
Most of it (2) 
Almost all of it (3) 
What did you find most valuable / helpful 
from the web program? 
Open field 
What did you find least valuable / helpful 
from the web program? 
Open field 
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APPENDIX U Questionnaires used in the randomised controlled trial that are not 
included in the cross-sectional surveys in Chinese 
测试 问题 选项 
年龄 我的年龄在 18到 30岁之间. 否 (1) 
是 (0) 
学生 我是在校大学生(研究生). 否 (1) 
是 (0) 
邮件 我有有效的电子邮箱. 否 (1) 
是 (0) 
位置 我目前在中国. 否 (1) 
是 (0) 
语言 我阅读中文没有问题. 否 (1) 
是 (0) 
自杀行为 过去的一个月中，你是否有尝试过自杀? 否 (0) 
是 (1) 
诊断 你是否有精神病史，例如被确诊为精神分裂? 否 (0) 
是 (1) 
有任何题目答案为 “1”, 引导至“感谢”页面. 
人口学信息 选项 
你的年龄?  18,19,20,21...30, 拒绝回答(0) 
你的性别? 男 (0) 
女 (1) 
其他 (2) 
拒绝回答 (3) 
你当前在接受高等教育吗? 是的，我是一名本科生.  (0) 
是的，我是一名硕士/博士研究生. (1) 
其他 (2)  
拒绝回答 (3) 
你是国际学生吗?  
 
是 (1)  
否 (0) 
拒绝回答 (3) 
你的专业是? 
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你的国籍是? 中国 (0) 
其他 (1) 请填写你的国际: 
拒绝回答 (3) 
您在家中是否经常说除母语（含方
言）外的其他外国语言? 
是 (0) 
否 (1) 
拒绝回答(3) 
 
网络熟悉程度 选项 
你对网站和在线应用的使用是否熟悉
和习惯? 
是, 非常熟悉和习惯. (0) 
一般熟悉和习惯. (1) 
不熟悉也不习惯. (2) 
帮助一个有自杀想法的朋友 选项 
想象你的一位好友告诉你, 他/她已经想自杀好几周了. 
你在多大程度上同意如下描述?   
 
1) 我会严肃对待我朋友的处境. 
2) 听我朋友的陈述, 我会感到舒适. 
3) 我对该如何反应有自信. 
4) 我会询问我朋友的感受. 
5) 我会推荐我朋友去找专业健康专家. 
6) 我能向我的朋友介绍如何寻找并联系健康专家寻求
帮助. 
7) 我能向我的朋友介绍向健康专家咨询的初始阶段是
什么样子.  
8) 我能说清健康专家会给有自杀想法的人提供大致怎
样的帮助.  
完全不同意 (0) 
有点不同意 (1) 
中立 (2) 
有点同意 (3) 
完全同意 (4)  
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寻求帮助的行为 选项 
在过去一个月中, 当你有自杀想法时, 如果你曾向下列
资源寻求过建议或者帮助, 请勾选. 
 
1) 另一半(如, 女友, 男友, 丈夫, 妻子) 
2) 父母/家人 
3) 朋友(无亲缘关系的)  
4) 心理医生 
5) 精神科医生 
6) 其他心理健康专家(例如社工, 高校心理辅导员) 
7) 校医 
8) 老师 (例如导师, 班主任) 
9) 电话热线服务 (例如, 自杀干预热线)  
10) 互联网上的相关网站 
11) 互联网上的自助程序 (例如, MoodGYM) 
12) 社交媒体(例如, 微博, 人人网)  
13) 其他 (除以上之外的其他)  
14) 我没有寻求过任何形式的帮助, 如果你选择了“其
他 (除以上之外的其他)”, 请填写在过去一个月中, 你
向谁寻求过建议或者帮助  
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互联网应用评估 选项 
请回答下列关于在线项目使用感受的问题: 
1) 你觉得这个在线项目操作的简单程度如何? 
2) 你觉得这个在线项目使用的便利程度如何? 
3) 你觉得这个在线项目的有趣程度如何? 
4) 你多大程度喜欢这个在线项目的内容? 
5) 你多大程度喜欢这个在线项目的外观? 
6) 使用在线项目时，你对隐私的担忧度如何? 
7) 你对这个在线项目的满意度如何? 
8) 你对这个在线项目的接受度如何? 
9) 你觉得这个在线项目的有用程度如何? 
10) 你觉得这个在线项目内容理解起来的简易度如何? 
11) 你觉得这个在线项目内容的可靠度如何? 
12) 如果未来你需要了解自杀预防或者相关的帮助资源，你再
来访问这个在线项目的可能性如何? 
13) 你觉得用互联网传播这个在线项目的合适程度如何? 
一点不 (1)       
稍微 (2)      
少许 (3)             
相当 (4)             
非常(5) 
 
额外评估项 选项 
你阅读了多少在线项目的内容? 没有 (0) 
一小部分 (1) 
大部分 (2) 
全部 (3) 
你觉得这个在线项目最有用/最有帮助的是哪部分?  
你觉得这个在线项目最没有用/最没有帮助的是哪部分?  
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